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allergen on rye 


when that delectable snack boomerangs. 


BENADRYL 


antihistaminic-antispasmodic 


gives prompt, comprehensive relief 


In food sensitivity, BENADRYL provides simul- 
taneous, dual control of allergic symptoms. 
Gastrointestinal spasm, plus the cutaneous and 
respiratory symptoms associated with food al- 
lergy are favorably affected by the antihistaminic 
action of BENADRYL. Concurrently, its anti- 
spasmodic effect alleviates colicky pain, nausea 
and vomiting. This duality of action makes 
BENADRYL equally valuable throughout the 
entire spectrum of allergic disorders. 

BENADRYL Hydrochloride (diphenhydramine hydro- 
hloride, Parke-Davis) is available in a variety of forms 
including: Kapseals,® 50 mg each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; 
Elixir, 10 mg. per ».: and for « elayed action, Emplets,® 
50 mg. each, ynteral therapy, BENADRYL Hydro- 
chloride Steri-Vials,® 10 mg. per cc.; and Ampoules, 


o0 mg. per cc. 
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“+ PARKE, DAVIS & COMPANY 
‘° DETROIT 32, MICHIGAN 
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On its way to the archives at Norman, I 
had a chance to go over the daily log of an 
Aunt of Doctor Forrest Etter of Bartlesville. 
She was born, Isabel Cobb, in Cleveland, 
Tennessee in 1858 and came to Indian Ter- 
ritory in 1870 at the age of 12. After gradu- 
ating from Female Seminary in Tahlequah 
she taught school for a short time before 
entering college in Glendale, Ohio in prep- 
aration for Medical School. She graduated 
from Woman’s Medical College in Phila- 
delphia in 1891 and then had a two year in- 
ternship in State Island Children’s Hospital. 
She came home to practice five miles south- 
east of Wagoner from 1893 to 1930. 


Doctor Bell Cobb’s record book begins in 


March, 1960—Volume 53, Number 3 


March 1893. The year 1895 yielded $326.10 
for her. Those were, however, real dollars, 
not inflated dollars. The next year she col- 
lected $274.00. She wrote in a clear con- 
cise legible way—giving for each patient 
visit the history, her findings and treatment 
and the charge, if any. The notes are brief 
and to the point but managed to convey the 
love of people that must have endeared her 
to all her patients as well as the whole com- 
munity. The story of one patient taken from 
her log reflects a much better image than I 
can draw. 


Mary Harvey got sick on Thursday, Nov. 
25, 1896. She came to see Dr. Bell on Sat. 
28th and was given some medicine for the 
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fever. On her return Nov. 30, something 
was added for restlessness. On Dec. 1, she 
was about the same and was given medicine 
for worms. The next day, Dr. Bell went out 
to see her and made this note: 


Dec. 2—‘“‘Temp. 102.5, sleeps, moans some 
on expiration, coughs but little, pulse bound- 
ing, respiration normal, little tenderness 
over liver and in right iliac region, one spot 
resembling typhoid, tongue dry at first, is 
now moist and clear, is thirsty, eats nothing, 
lips sore.” 


Dec. 3—“No change—coughs a little more 
and looser. No worms passed—appetite bet- 
ter—drank some milk last night.” 


Dec. 4—‘“Mouth quite sore—Temp. 102 (5 
P.M.). Seemed much better this morning, 
sweated and seemed to have no fever at all.” 


Dec. 7—‘“Thinks she is doing well—no 
fever since Friday night.” 


Dec. 8—2 A.M.—“Much worse—rt. lung 
begin. involv. but thought might be hypo- 
static congestion—took Dr. Braziel out in 
P.M. — lung involvement increased — pneu- 
monia.” 


Dec. 9. “Rested well at night—no im- 
provement.” 


Dec. 10 “Died at 2 A.M.” 


Doctor Bell’s bill for looking after Mary 
Harvey in her final illness was $8.00. Her 
book contained this note beside the charge— 
“Dr. B. charged $13.00 hence my small bill.” 


There were many Mary Harveys in those 
days. There were many still births; many 
new borns who lived only a few days or 
weeks; women in labor at home in the coun- 
try one or two days with the doctor staying 
there; lots of mud; horses to feed and water ; 
wood stoves; out door biffies, winter and 





« summer; oil lamps; a well or spring; straw 


mattresses; child-bed fever; membranous 
croup; worm medicine; opium; purgatives; 
poulties and fomentations. 

Those were the good old days when a dol- 
lar was a dollar. Our thinking is cockeyed 
—what we really want to do is to buy with 
today’s dollars at yesterday’s prices. This 
is what frustrates the average guy about in- 
flation—he can’t. 


It is not clear to me when inflation would 
become a serious threat to the country’s 
monetary system, but no less a threat would 
be the millions now making things who 
could not be hired—for yesterday’s dollars 
would not be numerous enough to buy these 
things. The dollar is only the medium of 
exchange of man’s labor which is the basic 
point of departure. When I was a boy, my 
father was a “concrete contractor.” He built 
sidewalks, driveways, steps, porches, foun- 
dations, silos, small culverts and the like. 
His crew were stalwart negro men, many 
with large families. The day laborer’s pay 
was 10c an hour—$6.00 on Saturday night 
for six ten-hour days. It is true there were 
no deductions for social security—no sales 
tax—no withholding. Dr. Bell, bless her, 
can have her real dollar, her snuff, her privy, 
her mud, her santonin and calomel, her 
Blands pills, Dover’s powders, her mustard 
plasters and her pleasant buggy rides 
through the air-clean country-side. As for 
me, I’ll take the plumbing with $5.00 an 
hour for the plumber, paved roads and 
streets, sales tax, cigarette tax, income tax, 
hidden tax, luxury tax, social security, auto- 
mobiles that fog the air with exhaust, peni- 
cillin, the sulfa drugs, blood transfusions, 
good anesthesia, sterile techniques, and a 
dollar whose value is said to be depreciated. 


“Backward, turn backward, O Time, in 
your flight.” Nuts.—B.H.N. 





@ House of Delegates, May 1, 1960 





@ Annual Meeting, May 2, 3, 4, 1960 


ATTENTION COUNTY SOCIETY OFFICERS! 


@ County Resolutions should be mailed to OSMA office soon! 


@ Names of new Delegates and Alternates have been due since January 1, 1960! 
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What a practitioner should know about strabis- 
mus, injuries, retrolental fibrophasia, and vision 








_ tests. 





CHILDREN’S EYES * 


% 


«+ WAS ASKED to discuss with you the sub- 
jects of strabismus, injuries to the eyes, 
visual testing, and retrolental fibroplasia. 
In the allotted time, I shall be able to devote 
about seven minutes to each one of these 
subjects. Obviously, I shall attempt to dwell 
briefly on the points of interest and impor- 
tance to the pediatrician and the general 
practitioner. 


Strabismus 


The infant’s eyes should be straight by 
three months of age. Any deviation of the 
visual axes beyond that age almost certain- 
ly is indicative of a muscle imbalance or a 
lack of vision in one or both eyes. The pu- 
pils should be widely-dilated with 5% Homa- 
tropine in a 1% solution of Paredrine and 
the fundi examined very carefully. Not in- 
frequently, congenital cataract, retinal scars, 
malformations of the inner eye, or the dread- 
ed malignant retinoblastoma may be found. 
The last-named condition can often be treat- 
ed quite successfully if discovered during the 
first four to six months of the infant’s life. 


If the ocular structures are found to be 
normal, it is usually wise to defer the treat- 
ment of the strabismus until the child is 


Presented at the Clinical Session of the American Medical 
Association, December 1-4, 1959, Dallas, Texas. 
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Since his graduation from Johns Hopkins Uni- 
versity in 1930, Tullos O. Coston, M.D., has been 
certified by the American Board of Ophthal- 
mology. In addition to his private practice, Doc- | 
tor Coston is Clinical Professor of Ophthalmology 
at the University of Oklahoma School of Medicine. 

Doctor Coston is a member of .the American 
Academy of Opthalmology and Otolaryngology, 
the Johns Hopkins Surgical and Medical Society, 
the Wilmer Residents Society and the Pan-Ameri-— 
can Association of Ophthalmology. 


approximately eighteen months of age. At 
that time, atropine ointment, 1%, should be 
used in each eye three times daily for three 
days and the refractive power of the eyes 
determined by retinoscopy. This can be done 
only by the ophthalmologist. The non-medi- 
cal practitioner, an optometrist, cannot or 
should not use drugs in the eye. If atropine 
is not used, as indicated above, the accom- 
modative mechanism of the eyes remains 
active and it is as impossible to measure the 
refractive power as it would be to measure 
the length of an accordion while it is being 
played. Atropine, and scopolamine, the other 
drugs used for this purpose, can be very dan- 
gerous and should not be placed in the hands 
of non-medical practitioners by well-mean- 
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ing but misguided physicians. This warning 
applies, also, to the various mydriatics used 
to facilitate the study of the fundus. 


It is important to know the refractive 
power of the eyes because many cases of 
strabismus with high hyperopia can be cor- 
rected by the wearing of glasses. These may 
be prescribed as early as eighteen months 
of age. 


Eye exercises are helpful in, perhaps, fif- 
teen to twenty per cent of cases of stra- 
bismus. They are of little value in divergent 
strabismus. Such exercises cannot be start- 
ed, usually, before the child is three to three 
and one-half years of age. Such training 
should be directly under the ophthalmologist 
or the orthoptic technician. The last-named 
works under the direction of the ophthalmol- 
ogist and is usually located in a teaching- 
medical center. This type of service is not 
available in many areas. 


These exercises attempt to train the eyes 
to work as a team and to stimulate fusion of 
the images of the two eyes in the visual cen- 
ter of the brain. Most important, also, is the 
matter of developing equal vision in the two 
eyes. The crossing eye usually has low vis- 
ion and this must he stimulated. This is done 
by occluding the eye with better vision and 
forcing the use of the low vision eye. If this 
is not done before five years of age, im- 
provement in acuity of the amblyopic eye 
often does not occur. 


The third method of treating strabismus 
is that of operation. There is no set age at 
which the various operative procedures 
should be carried out. In general, operative 
correction should be completed before the 
child enters school. In some cases, operations 
should be done as early as eighteen to twen- 
ty-four months of age. In most instances, 
the combination of the wearing of proper 
glasses, eye exercises, and operative proced- 
ures are necessary. In many cases, more 
than one operation is needed and almost 
without exception, in all cases the eyes can 
be made straight by using one or more of 
the methods discussed above. 


Tests for Visual Acuity 


In general, a child must be three to three 
and one-half years of age before any accu- 
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rate visual acuity examination can be done. 
During the first month or two of life, many 
normal infants will not appear to notice a 
light. By the time the child is three months 
of age, the eyes should turn toward a strong 
light stimulus, such as a flashlight. By the 
age of six months, a child will grasp or at- 
tempt to grasp small objects when offered. 
The infant between twelve and eighteen 
months of age may be tested by placing a 
small white bead in the palm of the hand. 
With normal vision, many infants will at- 
tempt to pick this up. At the age of ‘three, 
the child may not call out the names of pic- 
tures on one of the regular Snellen test 
charts but will name, across the room, such 
objects as a small wrist watch, a pencil, a 
key, a safety pin or a penny. 


Children who are old enough to cooperate 
on the Snellen charts can be tested with the 
picture charts at ten or twenty feet or with 
the so-called “EK” charts. On the latter, the 
block letter ““E” lies in various positions and 
the child is given the same letter cut out of 
cardboard to hold in his hand. He is asked 
to hold his “E” in the same position as the 
“KE” being pointed to on the test chart by 
the examiner. This same test can be used 
with a close up “E” card. The “E” card test- 
ing is usually used until the child is in the 
first or second grade because many children 
do not know the forms of the alphabet be- 
fore that age. 


The Harrington near-test chart, showing 
pictures of familiar objects on one side and 
the letters of the alphabet on the other, is 
an excellent chart. All of these may be ob- 
tained from any reputable optical company. 
It is important to know that a child usually 
does not obtain his or her full visual acuity 
until the age of nine years. An acuity of 
20/40 or 20/50 may be quite normal for a 
child between the age of three and five years. 

Injuries 

The most common injury to the eye is a 
corneal abrasion and it is usually impossible 
to detect this without the aid of fluorescein 
staining. This is best done by placing a 
couple of drops of sterile saline or boric acid 
solution on the end of a sterile fluorescein 
strip and allowing a drop to fall into the 
lower cul-de-sac by pulling the lower lid 
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lown. Fluorescein solution becomes con- 
aminated very quickly and is often the 
ource of very virulent ocular infections. Let 
ne urge you to use the sterile paper strips 
mpregnated with fluorescein. As you know, 

corneal abrasion will stain green after 
luorescein has been instilled. 


Any foreign body on the cornea should be 
‘emoved and, unless it is embedded, this can 
e easily done by using the side or point of 

sterile hypodermic needle, after the in- 
‘tillation of a local anesthetic such as Dor- 
acain or Pontocain, ophthalmic solution. 
\n antibiotic ointment should be instilled and 
. pad placed on the eye. The eye should be 
e-examined the followig day for detection 
f any possible infection. It is most impor- 
ant to wear a magnifying loop and have a 
rood source of light in detecting and remov- 
ng the foreign bodies from the eye. 


If, upon examining the eye, one sees a dis- 
ortion of the pupil, hemorrhage in the an- 
erior chamber, a black reflex in the pupil- 
ary space (with the ophthalmoscope) in- 
‘tead of a red one, a collapsed anterior 
chamber, or prolapse of iris or uvel tissue, 
the patient should be sent immediately to 
the nearest ophthalmologist and nothing done 
to the eye except to place an eye pad over it. 
If the patient cannot be placed under special 
care for some hours, it is well to give a 
parenteral injection of penicillin. 


Retrolental Fibroplasia 


This disorder of the eye, which first ap- 
peared about eighteen years ago with the 
advent of closed incubators for premature 
infants, is caused by the uncontrolled admin- 
istration of oxygen. Over a period of twelve 
years before the cause was determined, eight 
thousand babies lost their vision in the Unit- 
ed States. Now that the cause is known, 
very, very few additional cases should ever 
occur. 


Retrolental fibroplasia has been reported 
in a few, rare instances in full-term infants. 
It is to be considered, however, a disease of 
prematurity. It rarely occurs in infants 
weighing four pounds or more and is most 
likely to occur in infants weighing three and 
one-half pounds or less. The disease has 
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been produced in several species of animals 
by administration of oxygen. 


The first objective finding is a dilatation 
of the retinal blood vessels. This occurs after 
the infant has been removed from the higher 
oxygen concentration and may appear with- 
in a matter of hours or days. The peripheral 
areas of the retina then become grayish, 
hazy, and edematous in appearance. This is 
followed in a matter of seven days to two 
weeks by the growth of new retinal vessels 
which grow in such wild fashion as to come 
forward into the vitreous, break, and bleed. 
The resulting vitreous hemorrhages and new 
vessels stimulate the production of glial tis- 
sue bands, which, in turn, tug at the retina 
and detach it. The final stage is one of a 
glial sheet, containing blood vessels and 
retina, located behind the lens. Many cases 
do not progress to this final stage but are 
arrested spontaneously at some point before 
this, leaving the child some vision. Retro- 
lental fibroplasia never develops after the 
age of three months. 


How can this disease be prevented? First 
of all, do not administer oxygen to the pre- 
mature infant unless it is absolutely neces- 
sary to do so. In other words, be certain 
that positive signs of oxygen want are 
present. 


Secondly, never allow the oxygen concen- 
tration in the closed incubator to go above 
forty per cent; preferably, it should be kept 
around thirty per cent. It is most important 
to use an oxygen analyzer and have the oxy- 
gen concentration sampled every four to 
six hours. Any nurse can be trained to use 
the oxygen analyzer and she should be in- 
structed to keep a chart of the oxygen con- 
centration, just as she maintains the tem- 
perature chart. 


Thirdly, shorten the time of oxygen ad- 
ministration as much as possible. The de- 
velopment of retrolental fibroplasia is in 
direct proportion to the concentration of 
oxygen and the duration of time that it is 
administered. 


I wish to speak a word concerning the 
medico-legal aspects of retrolental fibro- 
plasia. It is most important to sign a state- 
ment on the patient’s chart that the admin- 
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istration of oxygen was necessary to pre- « 


serve the life of the infant. This should bear 
the attending physician’s own signature. It 
is most important to be able to prove, even 
years later, that the concentration of oxy- 
gen was maintained between thirty and 
forty per cent and was not allowed to go 
above the latter figure. The records must 
be carefully preserved since legal action can 
be taken by the infant upon reaching the 
age of twenty-one years. 


There is no treatment for retrolental fibro- 
plasia except, perhaps, in one phase of the 
disease. Let me stress the fact that it is of 
no value to place the infant back in oxygen 
if the disease begins to develop. It was 
thought that this might be helpful at one 
time in the past, but this did not prove to 
be true. 


At the stage of the disease, characterized 
by beginning retinal detachment, an opera- 
tive procedure for reattachment of the retina 
may preserve a great deal of vision. I have 
been fortunate in being able to preserve 
vision in one such patient, the only case in 
which this has ever been attempted to my 
knowledge. In order to carry out such a pro- 
cedure, one must be observing the fundi al- 


most daily as the disease progresses, becaus 
the favorable time for such an operatior 
would be no longer than seven to ten days 
at most. 


My hope is that more such patients mighi 
have the advantage of such a procedure. [I 
would be wise to have the fundi of prematur: 
infants weighing three and one-half pound: 
or less (if placed in oxygen) examined b) 
an ophthalmologist, weekly, upon remova 
from the higher oxygen concentration. Th: 
appropriate cases for treatment might thu 
be found. 


Summary 


It has been said that if one new idea is 
gained from the presentation of a paper, th: 
time has been well-spent. I wish to re- 
emphasize these points: 


(1) The importance of early medical ex- 
amination of the strabismic infant. 


(2) The proper technique of corneal 
staining with sterile fluorescein strips. 


(3) The limited use of low concentra- 
tion oxygen for the premature and the medi- 
co-legal dangers attendant thereto. 


1111 N. Lee, Oklahoma City, Oklahoma 
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An attempt to evaluate acute skeletal muscle 


_ relaxing effects of meprobamates in treatment of 


orthopedic patients. The drug may be of real 
value in the management of patients whose dis- 
comfort is largely due to muscle spasm. 





A Clinical Study of Meprobamates 


Used as a Muscle Relaxant Compound 


YOMPLAINTS about the low back and the 
eck are common everyday problems for 
1e general practitioner as well as the ortho- 
edist. In most of these patients pain is 
irgely due to muscle spasm. The spasm itself 
s in response to some underlying injury or 
-bnormality. The voluntary muscles of the 
»w back and neck are oriented to go into re- 
‘lex spasm when underlying tissues are in- 
jured or diseased. In the acute cases muscle 
spasm generally has its origin in an injury, 
allbeit a trivial one at times. There is liga- 
mentous stressing or even tearing of a few 
fibers and the muscle spasm is an attempt to 
protect these areas from further insult until 
healing has occurred. So-called whiplash in- 
jury seen after rear-end auto collision is a 
notable example of this entity. All gradations 
of pain and disability may occur. The acute 
ruptured intervertebral disc in the low back 
has as one of its principle disabilities muscle 
spasm to splint this area. In the arthritic 
patients who twist, strain, sneeze, or pick 
something off the floor in an unfortuitous 
position ligamentous strain with reflex mus- 
cle spasm is produced. 


The author is the first to admit that all 
backaches are not symptomatic dominently 
on the basis of muscle spasm yet a signifi- 
cant component of pain in the back and the 
neck is on this basis. The rational treatment 
of these complaints, in part, always includes 
relief of muscle spasm. This can be accom- 
plished by the well-known modalities of deep 
heat, massage, splinting, traction and of re- 
striction of activity to prevent re-injury. In 
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the very acute episode of these modalities 
are not uniformly effective, or at least not 
totally so. The use of narcotics can be had 
and substantial relief of the pain will result 
in most cases yet there are many reasons to 
interdict the regular and sometimes rather 
prolonged use of narcotic agents. This is 
particularly true in the ambulatory patient. 
There has been a continued search through 
the years for other medicinal agents that 
have the ability to produce voluntary muscle 
relaxation and at the same time treat the 
patient with the other modalities that will 
prevent re-injury, giving the patient a satis- 
fying and sound regime of therapy. There 
are many agents known to block muscle- 
nerve reflex pathways, either within the 
central nervous system or at the muscle- 
nerve end plates. The bulk of these carry 
inherent risk to respiratory function and 
require very close supervision. The curare 
series of drugs are the dominent ones in 
this type of therapy. Also in common use 
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are the chemical derivities, zoxazolamine, the 
methocarbaminols, and the mephensesin com- 
pounds. The latter group of chemicals in the 
hands of many workers have perhaps been 
the most successful but in themselves have 
undesirable side effects. Several investi- 
gators have used meprobamate compounds 
to aid in relaxation of voluntary muscle ten- 
sion or spasm.!*** Vazuka conducted a com- 
parative study with the effects of muscle 
relaxant compounds Robaxin, Equanil, and 
Flexin and found Equanil in adequate doses 
to be the more effective.* Dickel and her 
co-workers were able to demonstrate by 
electromyographic studies in patients treat- 
ed with meprobamates that relaxation of 
voluntary muscles was effected with greater 
ease and that there was increase in muscular 
coordination.‘ Smith and his co-workers 
found that meprobamate compounds were to 
be relatively long acting as opposed to the 
mephenesin type compounds and that the 
peak effect frequently can be reached from 
thirty to sixty minutes.*:° 


Study 


At the outset it was undertaken to get 
patients whose injury as regards type, se- 
verity and control of muscle spasm would be 
reproduced in many others. They should be 
in a controlled environment so that exogen- 
ous influences of either medicinal agents or 
undue physiotherapeutic modalities would 
not influence the opinions of examiners. At 
best this cannot be a precise type of inves- 
tigation because it relies mostly on the sub- 
jective reliability of the patient and to a 
lesser extent of the muscles involved. By 
having the same examiner examine patients 
repeatedly, establish a real element of rap- 
port with the patient and attempt to under- 
stand the problem with the patient and ex- 
plain to the patient what is to be accom- 
plished, a rather reliable evaluation of the 
effects of therapeutic agents can be had. 


The type of patients included in this re. 
port are those with acute painful states to 
their neck and to their low back following 
trauma. A deliberate attempt was made to 
exclude patients with demonstrable arthritic 
changes, either clinically or by x-ray. A like 
attempt was made to exclude the patient who 
might expect some financial gain through 
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workmen’s compensation or other type of 
insurance coverage. A total of thirty-two 
acute painful necks and forty-eight acute 
low back problems, some with, others with- 
out sciatica were studied. Sixteen of this 
group were deleted during the course of 
study because problems of litigation were 
noted. 


Measurement 


The orthopedic evaluation of the neck 
problem included a precise and adequate his 
tory and physical examination along wit! 
x-ray studies. The ranges of motion wer¢ 
recorded and a deliberate attempt to isolat: 
areas of distinct muscle spasm, particularl) 
an evaluation of the trapezius, the levato: 
scapulae or the posterior erector spinae mus- 
cle groups. In a similar fashion, for the low 
back complaints, a thorough history and 
orthopedic examination of the low back, 
including x-ray examination was carried out 
and again an attempt to isolate specific 
muscle groups involved was made, principal- 
ly sacro-spinalis and erector spinae muscle 
groups in this area. 


Patient Selection 


Two types of patients were treated. Thir- 
ty-four patients were treated on an ambu- 
latory basis, and thirty were hospitalized 
with their acute episode. Sixteen others 
initially started were considered unsatisfac- 
tory for this report due to litigation. It was 
explained to the patient that they were re- 
ceiving one type of medicine only to control 
their pain. The patients then were placed on 
meprobamate (Equanil) in doses from 400 
to 800 mgs. q. i d. for the first three to four 
days then tapering down to doses of 200 to 
400 mgs. for an additional eight to ten days. 
The patients were checked at 48 hour 
intervals or more often as seemed _ indi- 
cated and evaluation of the muscle spasm, 
limitation of range of motion and subjective 
complaints were made. Other therapeutic 
modalities did include bed rest, local heat in 
the form of heating pad and proper postur- 
ing. Head pillows were removed with the 
use of a roll underneath the neck in case of 
cervical complaints and the use of a flexion 
position in bed in cases of lumbar com- 
plaints. In the case of hospitalized patients 
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in more severe distress larger doses of Equa- 
nil were used. At times, 1,000 to 1,200 mgs. 
on a q. i. d. basis being used but in cases 
where larger doses were used the smaller 
100-800 mg. q. i. d. schedule was first fol- 
owed and then if effect was not noted the 
lose was increased. In some of the patients 
placebo tablets were used. These appeared 
rrossly to be Equanil tablets and were sub- 
stituted without the patient’s knowledge and 
changes of symptoms and signs, if any, were 
ioted. 


Results 


For the group of ambulatory patients re- 
iief of the painful component of muscle 
spasm or tension and increased sense of well 
being were frequently produced. The effect 
was considered to be good in 70% of the 
cases, fair in 20% and apparently offered 
no change in 10%. The criteria for good 
was complete comfort so that bending and 
twisting activities could be resumed with- 
out distress. Fair was considered to be im- 
provement of pain and spasm but continued 
awareness of discomfort in the affected area 
and no change when the pain and discomfort 
or muscle spasm was the same or apparent- 
ly worse. In the case of the hospitalized pa- 
tients good results were achieved using me- 
probamate in 78% of the cases. Fair results 
were achieved in 16% of the cases and poor 
or unsuccessful in 6%. No patient was en- 
countered during the hospitalization in which 
acute muscle spasm demonstrable by pal- 
pable changes and of subjective complaints 
in predictable areas could not be relieved if 
large enough doses of meprobamate was 
used. On three cases of rugged working 
type of individuals with low back complaints, 
1,200 mgs. of Equanil four times daily was 
necessary for a three to four day period. 


The promptness of relief if a therapeutic 
effect on muscle spasm was obtained varied 
substantially. It generally occurred within 
36 to 48 hours, and recurrence of a spastic 
muscle state followed the last dose or the 
introduction of placebo medication instead 
of the meprobamate within 12 to 24 hours. 


Because the patient with acute muscle 
spasm does not ordinarily have severe pro- 
longed disability or underlying organic dis- 
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ease relief was usually permanent once it 
had been achieved for a period of from five 
to ten days. Chronic, longer lasting painful 
states in a second group were studied in a 
cursory fashion. In these demonstrable mus- 
cle spasm was either absent or equivocally 
present. The use of meprobamate was not 
so outstanding in its pain relief ability. 
However, when coupled with standard anal- 
gesic agents such as 10 to 15 grains of as- 
pirin with each 400 mgs. dose there was a 
noticeable improvement in its efficacy. 


Summary 


Reviews of a total of 64 patients with 
acute spastic phenomena of an orthopedic 
nature have been studied by use of mepro- 
bamate as a specific muscle relaxant. The 
results for the acute episode are quite prom- 
ising. Earlier and more comfortable rehabi- 
litation was possible, particularly when ex- 
ercise regimes were indicated. In many of 
the cases it also appeared that there was 
a close relationship between the relief of 
anxiety and the relief of discomfort. A sense 
of well being seemed to minimize the ten- 
dency to complain about the initial acute 
problem. The results for the more protract- 
ed chronic types of musculo-fascial pain were 
less promising unless combined with anal- 
gesic agents. Side effects noted with the 
use of meprobamate were slight. One case 
of urinary retention followed the use of 800 
mgs. of Equanil q. i. d. for two days which 
was relieved promptly by substituting a pla- 
cebo but promptly re-occurred on two sub- 
sequent occasions when Equanil was used. 
One case of dermatitis medicamentosa was 
encountered which responded promptly to 
antihistaminic medication. 
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A Four Years Experience 








Resections for Tuberculosis 


Eastern Oklahoma Tuberculosis Sanitorium 


Introduction 


In APRIL, 1955, a program of pulmonary 
resections for tuberculosis was initiated at 
the Eastern Oklahoma State Tuberculosis 
Sanatorium. Until April, 1959, 71 patients 
have had pulmonary resections. This paper 
presents the preliminary results of this four 
years experience allowing minimal follow- 
up of six months. This report is of interest 
because it presents the results of a 300 bed 
institution in which a resection program has 
been recently initiated. 


Material 


Table I presents the clinical data on these 
71 patients. Since this report presents the 
results of our initial resection program, it 
may be easily discerned that many of the 
patients had exhausted the benefits of a 
medical regimen prior to operation. Sixty 
per cent of these patients had at least one 
prior admission to this sanatorium. An in- 
determinate number had therapy at other 
institutions or from their home physicians. 
The most striking feature of this group was 
that 83 per cent of the patients were still 
sputum positive with open cavities at the 
time of their operation. Furthermore, of the 
33 patients who had a study of gastric or 
sputum cultures for drug susceptibility only 
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three had mycrobacteria which were suspect- 
ible to all three standard antituberculosis 
drugs. Twelve of the patients were partially 
resistant to at least two of the three major 
drugs and 18 patients were completely re- 
sistant to all drugs. It may also be assumed 
that most, if not all, of the remaining 25 
patients with open positive disease of con- 
siderable duration were also drug resistant. 


This group of 71 patients had 73 opera- 
tions. There were eight pneumonectomies, 
57 lobectomies or lobectomy plus wedge ex- 
cision and/or segment and only eight pri- 
mary segmental resections. In most in- 
stances, lobectomy was considered the pro- 
cedure of choice for patients who were open 
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positive with proven or suspected drug re- 
sistance. These operations were all per- 
formed through standard posterolateral in- 
cisions, and standard techniques for ex- 
cision of pulmonary tissue were employed. 
A pre-resection space reducing thoracoplasty 
was performed in one patient who had ex- 
tensive disease in whom it was anticipated 
that space problem might ensue. Five pa- 
tients had reduction of the space by prior 
thoracoplasty which had failed to control 
their disease. In two instances concomitant 
space reducing thoracoplasty was carried 
yut. Post-resection space reducing chest wall 
procedures were performed in five addition- 
al patients to obliterate persisting air spaces 
or to further control disease. 


Results 


The results of our surgical program in 
this group of 71 patients are also summar- 
ized in table II. In accord with current 
practice, patients have been grouped accord- 
ing to their bacteriological situation within 
three months of the time of operation, as 
well as to the presence or absence of cavity. 
Thus, the patients are listed as open positive 
or negative, or closed positive or negative. 


Of nine patients who were open negative 
cases, results were as follows: 


*Seven (7) entirely satisfactory radio- 
logical and bacteriological results. 


* One (1) became positive approximately 
six months following lobectomy and re- 
mained so until his death from far ad- 
vanced tuberculosis, death occurring 
two years following his resection. 


* One (1) developed a space problem and 
a positive sputum requiring further sur- 
gery (performed elsewhere) and is now 
classified as inactive. 


Of three patients who were closed nega- 
tive (by laminograms), results were as fol- 
lows: 


*Two (2) patients with large necrotic 
residuals have had entirely satisfactory 
results. 


* One (1) patient who had tuberculous 
bronchiectasis with sporadically positive 
sputum has also obtained satisfactory 
result. 
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Of 59 patients who were open positive at 
the time of operation, results were as fol- 
lows: 


® Forty-one (41) immediately converted 
bacteriologically as regards sputum and 
gastric cultures and have achieved sat- 
isfactory results both clinically and ra- 
diographically. 


* One (1) scheduled for bilateral opera- 
tion was positive after the first stage 
and the second stage has been per- 
formed too recently for culturing of the 
sputum, but everything points toward 
very good result. 


* Five (5) single positive sputum or gas- 
tric cultures for tuberculosis following 
operation and all subsequent cultures 
have been consistently negative. These 
patients are also considered to have had 
satisfactory results. This supports the 
belief that an occasional positive cul- 
ture following operation does not miti- 
gate against an entirely satisfactory re- 
sult. 


® Five (5) failed to achieve sputum con- 
version following operation. Three of 
these had demonstrable or probable 
small bronchopleural fistulas. One of 
these was a patient who had concomit- 
ant thoracoplasty. He currently is re- 
ceiving further therapy. A second pa- 
tient developed a persistent space prob- 
lem with a small bronchopleural fistula 
and has also remained positive. This 
patient has refused further space re- 
ducing thoracoplasty. Two patients 
have recently had further surgical treat- 
ment (thoracoplasty) to control disease 
on the operated side. One of these pa- 
tients had silico-tuberculosis of the right 
upper lobe and remains positive. 

* One (1) scheduled for bilateral opera- 
tion, was positive after the first stage 
and the second stage has not yet been 
performed. 

® Six (6) deaths in this group of 59 pa- 
tients. One of these was due to cardiac 
arrest due to anesthetic complication. 
One patient died approximately one 
week following operation due to atelec- 
tasis and pulmonary insufficiency. A 
third patient a man of 60 with exten- 
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sive emphysema and marginal pulmo- 
nary reserve, died one month following 
operation due to pulmonary insuffici- 
ency. Three other patients died of bron- 
chopleural fistula with spread of dis- 
ease one month, three months and five 
months following operation. Failure in 
these instances possibly was a result of 
poor case selection in the presence of 
drug resistance and/or due to failure 
to perform a prior space reducing pro- 
cedure before undertaking pulmonary 
resection. 


Discussion 


A number of factors affect the results of 
pulmonary resections for tuberculosis. 
Among these are the extent of the disease, 
age of the patients, presence or absence of 
open cavities, and the presence or absence 
of drug resistant organisms. The first of 
these two factors may be controlled by rigid 
selection of patients for operation. Andrews 
and associates found that of 48 patients 
with far advanced disease, 27 per cent had 
major complications compared with 13 per 
cent in the moderately advanced. Wilson 
had also suggested the importance of the 
extent and severity of the early disease pro- 
cess as perhaps more important factors than 
drug resistance in surgical mortality. How- 
ever, exclusion of older patients from sur- 
gical treatment and inclusion of only good 
risk patients with minimal or moderate dis- 
ease denies hope to many patients possible 
of salvage at a moderate increase in mor- 
bidity and mortality. There obviously can 
be no hard and fixed method for screening 
marginal patients. Where there seemed any 
reasonable chance of helping our patients, 
excepting the aged “good chronics” or those 
with poor pulmonary reserve or other seri- 
ous medical conditions, we have recommend- 
ed surgical treatment. 

The last two factors relate to the timing 
of operation from the initiation of medical 
treatment. Despite the number and effec- 
tiveness of drugs available today for the 
treatment of pulmonary tuberculosis, it is 
mandatory to avoid a continuation of medi- 
cal therapy indefinitely. Surgical treatment 
should be recommended when the exudative 
disease is stabilized and particularly when 
open cavitary disease is evident after an 
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initial treatment program. Holland, et al., 
in presenting a group of patients with cavi- 
tary disease have shown that after six 
months of drug therapy 29 per cent stil! 
had residual cavities and positive sputum, 
and after 12 months, 18 per cent had posi- 
tive sputum and persistent cavities. Most 
authorities agree that the “target point” fo. 
consideration of operation is within six to 
nine months of the original treatment of 
the disease. Furthermore, patients who are 
retreatment cases or those who present mul- 
tiple cavities or cavities larger than 3 cm. 
upon initial admission films, are particu- 
larly prone to relapse and should be always 
considered candidates for surgical treat- 
ment. 


Drug resistance plays a prominent role in 
the increase of morbidity and mortality. 
Sweetman and Salyer found a complication 
role of 34.8 per cent in their resistant group 
as compared to 7.2 per cent in their total 
series of 405 patients. Moreover, the mor- 
tality was 10.9 per cent in their resistant 
cases as compared with 1.5 per cent in pa- 
tients without such evidence of resistance. 
Holland and his associates have achieved an 
inactive state in 95 per cent of drug suscep- 
tible groups of patients but only 71 per cent 
in the patients with resistant organisms. 


Raleigh and Steele summarized the Vet- 
erans Administration experience in over 
5000 patients who had resections between 
1952 and 1956. There was a 10 per cent 
mortality rate and a 20 per cent incidence 
of empyema for pneumonectomy and 11 per 
cent and 3.5 per cent rate respecively for 
lobectomy in those patients positive prior 
to operation. The mortality rate almost 
tripled and the morbidity rate was four 
times as great in lobectomies in patients 
with positive sputum as contrasted to those 
with negative sputum prior to operation. 
Murphy reported satisfactory results in 77.6 
per cent where operations were performed 
for cavitary disease as compared to 94.7 
per cent where closed lesions were resected. 
In resections where the sputum was posi- 
tive, 82.8 per cent of the patients had satis- 
factory results as compared to 94.4 per cent 
where it was negative. 


It is well recognized, therefore, that the 
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presence of open cavities and drug resistance 
‘an be expected to lead to higher failure 
rate in any surgical experience. 


Of the 59 patients in this series who had 
ypen positive disease, good results with 
sputum conversion and satisfactory radio- 
logical appearance has been achieved in at 
east 47, or 80 per cent. This experience 
ompares favorably with that achieved in 
imilar groups of cases reported in the lit- 
rature. It is also evident that open posi- 
iveness and drug-resistance are not a con- 
raindication to operation since over 80 per 
ent of these patients have had excellent 
‘esults with restoration to their useful place 
n Oklahoma society. 





Of the 71 patients, nine had open nega- 
tive disease. Good results were obtained in 
all but one of these cases. 


Three patients had operations performed 
for large and necrotic residues or extensive 
nodular disease with good results. A satis- 
factory result was also obtained in one 
patient who was operated for tuberculosis 
bronchiestasis. 


Of 59 open positive cases, excellent results 
were achieved in 80 per cent. Three of these 
patients are considered as treatment fail- 
ures. There were six deaths in this group, 
one of which was due to an anesthetic comp- 
lication. Two patients succumbed within 60 
days of the operation and three more ex- 
pired later post-operatively. 
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of Asian 


Introduction 


In 1957 a new strain of type A influenza 
virus was isolated from patients in Hong 
Kong and Japan, and was described by 
Meyer, et al.' The disease produced by this 
virus is typical influenza and is character- 
ized by headache, fever, chilliness and gen- 
eralized aching. The disease has been popu- 
larly called “Asian Flu.” Widespread epi- 
demics occurred in the United States and 
throughout the world in late 1957 and early 
1958.° Incidence of Asian “flu’”’ decreased 
during the fall and winter of 1958-1959, but 
a widespread epidemic which centered in Los 
Angeles, California was reported in Decem- 
ber, 1959 by the United States Public Health 
Service. The present paper describes a lim- 
ited, but well confirmed, outbreak caused by 
this virus which occurred at the Veterans 
Hospital in Oklahoma City, Oklahoma in 
January, 1960. 


Description of Outbreak 


The incidence of febrile illnesses in pa- 
tients and employees at the 488 bed Veterans 
Hospital in Oklahoma City, Oklahoma was 
about the same as during previous winters 
until January 20, 1960. On the afternoon of 
that date several patients on the neurological 
ward began to complain of headache, chilly 
sensations and aching and by midnight 11 of 
the 39 patients on this ward had tempera- 
tures of 100° F. or higher. During the next 
24 hours a total of 16 patients showed fever 
over 100° F. In all, 19 patients showed fever 
during the outbreak. An additional number 
complained of similar symptoms, but had no 
fever. Vomiting and diarrhea were quite in- 
frequent. The course of the epidemic as in- 
dicated by fever is shown in figure 1. In- 
fluenza was considered the most likely cause 
of the outbreak, and admissions to the ward 


*From the Departments of Medicine and Microbiology, Uni- 
versity of Oklahoma School of Medicine and Medical Service, 
Veterans Hospital, Oklahoma City, Oklahoma. 
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and inter-ward transfers were immediately 
discontinued and several afebrile patients 
were discharged from the hospital to de- 
crease crowding on the ward. On January 
22, 1960, throat washings from five patients 
whose symptoms were considered typical 
were obtained in sterile nutrient broth and 
submitted to the Oklahoma State Health De- 
partment Laboratory for virus isolation. 
Acute phase serum was obtained on this date. 
Convalescent phase serum specimens were 
obtained February 2, 1960, 11 days later. 
The outbreak subsided quickly. 


On January 25, 1960, the attending physi- 
cian and two of three resident physicians as- 
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Figure 1. Each vertical bar indicates the number of patients who had fever (oral temperature over 100° F. 
or higher) and those with normal temperature during each 24 hour period. The stippled area represents the ob- 


served epidemic. 


signed to this ward were incapacitated with 
influenza-like symptoms which followed a 
characteristic course. None of the nursing 
personnel assigned on this ward exhibited 
definite symptoms suggesting this disease. 
As indicated in figure 1, three deaths oc- 
curred. These three patients were chronical- 
ly ill and debilitated, one suffering from 
yuillain-Barre syndrome, another with 
myasthenia gravis and a third with trau- 
matic quadriplegia with a tracheostomy. At 
the time of death each of these patients was 
febrile, with symptoms of upper respiratory 
disease and aching. At autopsy on two of 
these fatalities acute pneumonitis was ob- 
served and microscopic sections of bronchial 
mucosa revealed loss of epithelium and sub- 
mucosal inflammation compatible with re- 
cent influenza virus infection. Unfortunate- 
ly, no specimens for viral studies were ob- 
tained from these patients. 


Laboratory Confirmation 
Throat washings obtained from these pa- 
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tients were submitted to the Laboratory Sec- 
tion of the Oklahoma State Health Depart- 
ment, for viral isolation in embryonated hen 
eggs. Results of isolation of virus by this 
method are shown in table 1. 


Serum specimens obtained from these pa- 
tients on the day of onset and again 11 days 
later were examined by the virus comple- 
ment fixation (CF) test. Using this pro- 
cedure the antibody titers to strains PR-8 
and FM-1 (both type A influenza viruses) 
were determined at the laboratory of the 
Oklahoma State Health Department. PR-8 
is a strain of type A virus isolated in 1934, 
and FM-1 is an A-prime strain isolated in 
1947. The results of the complement fixa- 
tion test are recorded in table 1. The in- 
crease in the antibody titer identifies the 
causal agent as a type A influenza virus, but 
does not indicate the specific strain. 


In order to determine the strain of type 
A influenza involved, portions of the same 
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TABLE 1. RESULTS OF LABORATORY EXAMINATIONS. 
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acute and convalescent serum samples (as 
used in the CF test above) were examined 
for antibody content by the hemagglutina- 
tion-inhibition (HI) test.* Three strains of 
type A influenza virus (PR-8; Cuppett, an 
A-prime strain; and Asian), and Lee strain 
of type B virus were used as antigens in this 
procedure. These tests were performed in 
the laboratories of the Oklahoma City Vet- 
erans Hospital. The results of these exami- 
nations are contained in table 1. 


Asian influenza virus was isolated from 
the throat washings of two of the five hos- 
pitalized patients and three hospital em- 
ployees. In the serologic tests (CF and HI) 
a four-fold increase in antibody titer be- 
tween the acute phase and convalescent 
phase serum specimens is considered of di- 
agnostic significance.’ As noted in table 1 
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a significant rise in antibody titer to Asian 
virus antigen (HI test) was detected in the 
serum specimens of all persons from whom 
the virus was isolated except patient ‘“A”’. 
There was no significant rise in HI antibody 
titer to any of the other viral antigens used. 
A four-fold rise in the CF antibody titer to 
type A influenza virus was noted in the con- 
valescent phase serum specimens from pa- 
tients “A” and “O” and in employee ‘‘M”’. 


Isolation and identification of the Asian 
influenza virus established this etiologic 
agent in the patients and personnel exhibit- 
ing clinical symptoms characteristic of in- 
fluenza. The results of the HI test on the 
acute and convalescent serum specimens fur- 
ther confirms that the Asian influenza 
virus (type A.) was the cause of this out- 
break. 
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Discussion 


After the subsidence of the outbreak on 
he neurological ward, several patients on 
ther medical and psychiatric wards exhibit- 
d fever and symptoms suggesting the in- 
luenzal syndrome. Including the patients 
n the neurological ward a total of 77 of 864 
ersons hospitalized during January, 1960 
omplained of upper respiratory disease as- 
ociated with aching and fever. The patient 
ttack rate for the “epidemic” ward was 19 
f 39 or nearly 50%, which is a much higher 
ate than the approximate 9% observed for 
he entire hospital population. 


Following the sudden outbreak on the neu- 
ological ward the experience of the entire 
\ospital for the month of January, 1960 was 
‘eviewed. On one surgical ward five tem- 
erature elevations of 100° F. were observed 
n early January and some of these patients 
iad respiratory symptoms but no laboratory 
specimens were obtained for viral studies. 
Although these incidents may be related to 
the epidemic no laboratory data are available 
to support such conjectures. 


During and since this episode the inci- 
dence of illness in hospital employees has 
showed no difference from that seen last 
year at this time. However, several em- 
ployees were sent off duty with acute upper 
respiratory symptoms. Throat washings and 
appropriate serum specimens were obtained 
from three of these. As shown in table 1, 
Asian influenza virus was isolated from 
these three employees and the infection was 
confirmed by a significant rise in the HI 
antibody titer in the convalescent serum 
specimen. 


Recognition and identification of the 
causal agent of an outbreak of disease is 
relatively simple provided appropriate and 
satisfactory specimens are supplied to the 
diagnostic laboratory. For viral diagnosis 
specimens must include material obtained at 
the onset of the disease in individual pa- 
tients. Serologic confirmation demands 
paired serum specimens taken at the onset 
and at appropriate intervals thereafter. Ade- 
quate care must be used in obtaining and pre- 
serving these specimens until they are sub- 
jected to laboratory diagnostic procedures. 
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The Laboratory of the Oklahoma State De- 
partment of Health is equipped to perform 
procedures of this type. The clinical history 
of the disease in an individual patient is a 
valuable guide to the selection of appropri- 
ate laboratory procedures to be used. 


No immunization procedures were at- 
tempted either on the patients on the epi- 
demic ward or in the rest of the hospital. 
Since protection by vaccination probably re- 
quires four to six weeks after the initial in- 
jection,” this procedure was not considered 
feasible. In addition no vaccine whatsoever 
was available. 


The experience reported here corroborates 
the observations of others that fatalities fol- 
lowing influenza occur in debilitated and 
chronically ill persons, especially those with 
respiratory disease. It should be noted that 
each of the fatalities which occurred in this 
outbreak had respiratory problems. Thus, 
immunization of patients in these categories 
might be life-saving and should be done. 
However, these procedures should be initi- 
ated well in advance of the possible outbreak 
to afford protection. Because of the occur- 
rence of influenza outbreaks during the 
winter months a vaccination program should 
be started in early fall of each year. To ac- 
complish this, it is important to seek viral 
isolation and identification from the first 
suspected cases of influenza seen in a com- 
munity. 


Summary 


A limited hospital outbreak of Asian in- 
fluenza occurred in January, 1960 at the 
Veterans Hospital in Oklahoma City, Okla- 
homa. Simple epidemiological and labora- 
tory procedures necessary for identification 
of the virus and confirmation of the infec- 
tion are discussed. Measures to reduce 
crowding of patients and inter-ward traffic 
were apparently helpful in controlling spread 
of the disease. 
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Message from the Dean 


Physicians throughout the nation are becoming increasingly concerned with their need 
for effective and continuing medical educational opportunities. Many of the problems per- 
taining to this field are similar to those that have confronted other phases of medical edu- 
cation earlier in the century. 


Some of the problems include: A lack of clear definition of objectives, a wide range in 
the educational value of the courses and programs offered, insufficient opportunities for 
physicians to participate in educationally sound programs, and difficulties in financing. 


Diversification of interests among modern physicians causes the production of programs 
to be most complex if all are to be satisfied with the postgraduate offerings. 


Opportunities provided at the postgraduate level should—as a result of current ad- 
vances in the basic sciences and clinical fields—favorably augment and modify an adequate 
initial education. Vital new discoveries become helpful only after practicing physicians learn 
to apply them. How best to meet this educational challenge is the broad problem of continu- 
ing medical education. 


The primary mechanisms of adding to and maintaining one’s professional ability include 
medical literature, discussions with colleagues, hospital staff meetings, local, state and na- 
tional meetings, formal postgraduate courses and hospital-medical school educational programs. 


One trend of postgraduate education today is toward greater emphasis on programs in 
which the physician is an active participant rather than a passive member of the “audience” 
at a conference or symposium. 


Another is toward regional hospital-medical school cooperative educational efforts, 
which are becoming increasingly popular throughout the nation. 


Teaching methods are continually being improved, as are the various teaching aids. The 
impact of one of the newer teaching tools—television—is yet to be realized. Its use is now 
under careful evaluation at our own Medical Center. 


Mark Q Cerca 
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Statistics: 


Its Concepts and Uses 


Introduction 


BECAUSE of the recognition of the impor- 
ance or more critical and objective anal- 
‘ses of data, statistics is rapidly taking 
its place among the many disciplines that 
contribute to a greater knowledge of medi- 
eine. As a result, statistical terminology and 
procedures are appearing more and more in 
the medical literature, and so, if a physi- 
cian is to critically evaluate the literature, 
he must be familiar with the concepts and 
uses of this young science. Although this 
paper can do no more than give you a 
glimpse of statistics, it will afford at least 
some insight into the concepts and uses of 
this tool. 


Definition 


The word “statistics” has been defined by 
Mainland! as “the art and science of collect- 
ing and analyzing data in such a way as to 
provide valid conclusions.” Actually, statis- 
tics has two meanings. The first of these is 
as a plural noun and indicates masses of fig- 
ures of which the best example is “vital sta- 
tistics.” The second meaning is as a singu- 
lar noun indicating methods for the analysis 
of data. Both of these are important in the 
application to medicine;?*** however, the 
remainder of this paper will be primarily 
devoted to the second one. 
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Brief History 


The first publication in statistics was a 
book entitled “Natural and Political Obser- 
vations Made Upon the Bills of Mortality.’ 
It was published in 1662 by Graunt, a Lon- 
don “haberdasher of small wares,” and was 
the culmination of 31 years of study of the 
birth and death rates. Thirty years later, a 
paper on mortality rates was written by Ed- 
mund Halley, an English scientist for whom 
“Halley’s Comet” was named. He subse- 
quently published two more articles, and 
these three form the basis of the modern 
concepts of life expectancy.’ 


For the next two hundred years, there 
were essentially no new contributions in sta- 
tistics per se; however, during this period, 
much of the basic work in the theory of 
probability was accomplished’ by such bril- 
liant mathematicians as LaPlace,*® Bernoulli, 
Poisson, Tchebycheff, Markoff, and Nicole. 


The first fruitful period in the formal de- 
velopment of statistics was in the early 


147 

















1900’s, and was primarily due to an Irish 
brewer named Gossett. He wrote under the 
pseudonym of “Student,” and is best known 
for the development of a statistical test 
called “Student’s t test’? although he made 
many other important contributions. 


Many significant advances in statistics 
have been due to Sir Ronald A. Fisher who 
is known as the “father of statistics.” Sir 
Fisher has not only made many original con- 
tributions to statistical theory and method- 
ology, but was also the first person to make 
the accumulated statistical knowledge avail- 
able to non-statisticians by means of his two 
well-known books.*!” 


The greatest developments in statistics 
have occurred in the past 30 years, and we 
now have many powerful tools available in- 
cluding decision theory,'' sequential anal- 
ysis,'*'* high-speed computers,'! non-para- 
metric methods,'* and others all of which are 
contributing to our understanding of both 
old and new medical problems.*:*:'!**° 


Foundations of Statistics 


Statistics, like all experimental sciences, 
is inductive. Statistics cannot prove any- 
thing absolutely. It can only give the prob- 
ability of the occurrence of the experimental 
results if chance alone were operating.*' For 
example, let us consider the following hypo- 
thetical experiment.?! Assume an experi- 
menter were interested in the therapeutic 
effects of streptomycin as opposed to bed 
rest in the treatment of active pulmonary 
tuberculosis, and furthermore, assume that 
he had 107 tuberculous patients of which 55 
were treated with streptomycin with four 
deaths, and 52 were treated with bed rest 
with 14 deaths. Following analysis, the stat- 
istician reported that streptomycin is ap- 
parently the better therapy since the above 
results would occur less than one time in 50 
if chance alone were operating. What he is 
saying is that if one were to take 107 cards 
of which 18 were labeled “death” and then 
randomly toss 55 of these cards into a box 
labeled “streptomycin” and 52 into a box 
labeled “‘bed rest,” on the average, one would 
get 14 “death” cards in the “bed rest” box 
and four “death” cards in the “strepto- 
mycin” box less than one time in 50 tosses. 
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Statisticians use formulae which will give 
an accurate prediction of these same results 
without actually tossing the 107 cards. Thess 
formulae are developed by “mathematica 
statisticians.’’** 


One must remember that the informatio 
contained in any set of data is fixed and tha 
no statistical manipulations can create in 
formation that is not present.?? Therefore 
no statistical analysis is more or less vali 
than the data upon which it is performed. 


General Concept 


The over-all goal of statistics is to de 
scribe the properties of a general popula 
tion by analyzing a small but representative 
portion of that population called a sample 
To accomplish this, various procedures have 
been developed. These are based on two gen- 
eral assumptions concerning the data, name 
ly that there is minimum variation among 
factors which are not being tested and that 
bias, which is any effect making a sample 
different from what it purports to be, has 
been eliminated.” To fulfill these assump- 
tions, the statistician adheres to three prin- 
ciples’ including: randomization which is 
the process of selecting patients such that 
each patient in the population has an equal 
chance of selection; replication, i.e., select- 
ing a sample of adequate size; and control, 
that is maintaining the effects of extraneous 
factors at a minimum. Randomization re- 
sults in the elimination of bias, replication 
results in minimum variation among extran- 
eous factors, and control accomplishes both 
of these goals. 


For example, let us consider some of the 
major sources of variation® in a clinical lab- 
oratory determination such as the BSP re- 
tention test.*° These include the desired vari- 
ation from patient to patient, but also there 
is the variation between specimens from the 
same patient, day to day variation for any 
one specimen, and variation in the assay 
technique itself. All of these must be con- 
sidered in the analysis of the effectiveness 
of any diagnostic test.'° 


Design of Experiments 


This brings us to what I consider the most 
important contribution of a statistician, 
namely the designing of experiments such 
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that meaningful and valid conclusions may 
be obtained from the data. Any experiment 
‘hat collects data for statistical evaluation 
hould be designed by or with a statistician 
n order that the following four items* may 
e included in the design. (1) Exact formu- 
ition of the experimental problem and a 
‘uide to answering subsequent questions; 
2) unbiased data collection via proper con- 
rol and randomization; (3) saving on re- 
ources by designing the analysis such that 
he questions can be answered with a mini- 
ium amount of data; and (4) proper sig- 
ificance testing by satisfying all of the as- 
imptions of the desired test.‘ ?! 


In designing an experiment, a statistician 
emands specific statements from the ex- 
erimenter in three major areas.*° These 
tatements are: (1) explicit hypothesiza- 
ion, i.e., exactly what is the question to be 
nswered by the experiment; (2) model 
ormulation, i.e., what are the practical prob- 
ems as to available subjects, money, etc., 
and are the results of the experiment to have 
a general application or a narrow one (that 
is, are the results to be limited to the ex- 
perimental subjects themselves as in a case 
report) ; and (3) significance level selection, 
i.e., With what probability do you want to 
state your conclusions? In medicine, 5% 
is the traditional level, but perhaps 1% 
might be better in an individual experiment. 


Basic Terminology 


The first term to be discussed is a simple 
but quite important quantity called the arith- 
metic mean or simply the mean. It is the 
quotient obtained by dividing the sum of a 
group of quantities by the number of quan- 
tities in the group.*® The difference between 
the mean and each of the quantities con- 
tributing to the mean is called the deviation 
from the mean, and a short reflection will 
confirm the important property that the 
sum of deviations from the mean (retaining 
their positive or negative sign) is zero. This 
is one of the reasons that statisticians con- 
cern themselves with the square of the de- 
viations since all squared quantities are posi- 
tive numbers (or zero), and therefore, the 
sum of the squares of deviations will be a 
positive number (or zero). 
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In addition to the mean, one is also in- 
terested in some measure of the variation 
of the data from the mean.*° The measure 
which is usually used is called the variance 
and it is an estimate of the average of the 
squared deviations from the mean. Another 
measure of the variation of the data is the 
standard deviation which is the square root 
of the variance, i.e., the square root of the 
average squared deviation from the mean. 
Intuitively, one can visualize these quanti- 
ties as giving a relative idea of the amount 
of variation or “scatter” present in a set of 
data. That is, if two sets of data have the 
same mean but different standard devia- 
tions, one might tentatively assume that 
these two samples are from different gen- 
eral populations, and there are specific pro- 
cedures for the testing of this hypothesis.** 


The most misunderstood of all statistical 
statements is that “these results are statis- 
tically significant.” In the first place, sta- 
tistical significance has meaning only with 
respect to a specific probability. In other 
words, a correct statement would be “these 
results are statistically significant with a 
probability of 5%” (symbolically p<0.05), 
which means that the results would occur 
less than five times out of 100 similar ex- 
periments if chance alone were operating. 
What is often overlooked is that “statistical 
significance” has meaning only in light of 
the experimental situation, and that the 
analysis is not complete until statements are 
made concerning what these results mean 
with regard to the process under investiga- 
tion. For this reason, results which are not 
“statistically significant” are often very im- 
portant and should be published for it is just 
as important to know that drug A is not ef- 
fective as it is to know that drug B is effec- 
tive. This concept is often overlooked by 
experimenters and medical journal editors 
who are interested only in “significant” 
results. 


Common Tests 


The five most commonly used statistical 
procedures are the Chi Square analysis, Stu- 
dent’s t test, analysis of variance, regression 
analysis, and correlation analysis. In each 
of these tests, one performs” certain arith- 
metical manipulations and ultimately arrives 
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at a numerical value. This number is then 
compared to a table of values which have 
been obtained from the solution of rather 
elaborate mathematical equations. The com- 
parison of the computed value with the tabu- 
lated value gives the probability of the oc- 
currence of such a value, and therefore, the 
“significance” of the results. 


The chi square test was developed by Kar] 
Pearson in 1899,’ and its primary use in 
medicine is as a comparison of incidences. 
For example,’’ recent articles have impli- 
cated a relationship between the ABO blood 
groups and peptic ulceration. Data thus far 
collected indicates that the incidence of pep- 
tic ulcer patients with blood group O is high- 
er than in control groups as compared by 
the chi square test. In this procedure, one 
assumes that the incidence of group O is 
the same in the peptic ulcer patients as in 
the control group. Then using the control 
data, one predicts the number of peptic ul- 
cer patients that would be of the various 
blood types if the assumption were true. 
The deviation between the predicted and the 
actual numbers is then squared and divided 
by the predicted value, and this final quan- 
tity is compared to tabulated values to ob- 
tain the probability of its occurrence. 


Since the means of sets of data are so easy 
to obtain, W. H. Gossett developed a test 
whereby the means of data from two differ- 
ent samples may be compared as to whether 
or not they are significantly different. For 
example, if one were interested in whether 
two drugs differed in their mean effects, the 
“t test” could be considered. However, this 
test which is relatively simple to perform 
is also much abused because of the nature 
of the restrictions on the data which may 
be compared. That is, the two sets of data 
to be compared must be randomly selected, 
be from normally distributed populations, 
and their parent populations must have the 
same population variance. This latter re- 
quirement, which is an extremely important 
one, is often overlooked and many unwar- 
ranted conclusions are drawn from improper 
application of this procedure to data not sat- 
isfying the assumptions. 


As mentioned earlier, many populations 
can be at least partially characterized by 
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knowledge of their means and variances. 
Therefore, one method for the comparison 
of sets of data as to whether or not they 
differ, i.e., come from different populations, 
is to compare their variances. In order to 
handle this problem, Sir R. A. Fisher de- 
veloped a procedure known as the analysis 
of variance which in its simplest form is the 
ratio of the variance betwen the sets of data 
to the variance within the sets. This ratio 
is known as the “F”’ ratio,” and the calcu- 
lated value is compared with tabulated val- 
ues. When only two groups of data are com- 
pared, this ratio is mathematically related 
to both the “t” and chi square values, and 
if one of these three values is known, then 
the other two can be obtained. Therefore, any 
argument that one of these three tests is 
“better” than the others is meaningless. In 
this situation then the reasons for choosing 
one of these procedures over the others are 
for computational simplicity and adherence 
to the requirements placed on the data. 


Regression analysis is the process by 
which an algebraic equation relating two 
quantities is obtained. For example, one 
might find the equation relating the urine 
volume to the dose of diuretic administered. 
Here one would have an equation of the 
form: urine volume — a + b‘diuretic dose 
+ e *(diuretic dose)” where a, b, and ¢c are 
constants obtained by the analysis. Correla- 
tion analysis on the other hand is a numeri- 
cal evaluation of the relationship between 
two measurements on the same individuals. 
By the appropriate manipulations of these 
two measurements, one arrives at a figure 
known as the coefficient of correlation 
which is symbolically expressed by “‘r’”. This 
has a maximum value of +1 and a minimum 
value of —1. A value of r — O means that 
there is no relationship between the two 
measurements, r — +1 means that the two 
measurements are directly related, and r = 
—1 means that they are inversely related. 
Again, the r value is compared with approp- 
riate tables to determine the probability of 
its occurrence due to chance alone. As one 
can readily see from this discussion, correla- 
tion and regression analyses are intimately 
related and in the older literature, no dis- 
tinction is made between them. The com- 
monly used forms of correlation and regres- 


Journal of the Oklahoma State Medical Association 




















sion analysis are based on the assumption 
that a linear (i.e., straight line) relationship 
exists among the variables under considera- 
tion. Failure to recognize this, and applying 
this form of analysis to non-linear data may 
ead to erroneous interpretations. 


Mistakes in the Use of Statistics 


As reported by numerous authors,**:?° the 
nost common errors in the use of statistics 
n clinical medicine are eight in number, and 
ire as follows: (1) Lack of adequate con- 
rols. This is probably the most common 
‘rror and it is often very subtle. For ex- 
imple, are the same diagnostic criteria used 
n all patients, have all of the important 
actors been considered, etc? (2) Post hoc 
‘easoning, i.e., misinterpretation of the data. 
ine of the classic examples of this occurred 
n the 1940’s when isoniazid was given to a 
iumber of patients with tuberculosis and 
hey were soon “dancing in the halls.” It was 
mmediately assumed that isoniazid was a 
‘miracle cure” for tuberculosis. It was sev- 
eral years before it was learned that this 
drug is also an “anti-depressive” agent and 
that this was the effect that had- been ob- 
served rather than cure of their disease. (3) 
Assuming a cause and effect relationship 
only on the basis of a “significant” correla- 
tion. A good example of this is found in ex- 
amining male patients with chronic pulmo- 
nary emphysema. In these patients, there is 
an extremely high incidence of benign pros- 
tatic hypertrophy. That is, there is a “sig- 
nificant” correlation between these two dis- 
eases, but it is unlikely that there is a cause 
and effect relationship between them. The 
high correlation is a spurious one in that it 
is due to the fact that both of these diseases 
occur primarily in the older age groups. (4) 
The use of “fixed totals.” This occurs when 
one assumes that a rise or fall in percentages 
implies a corresponding rise or fall in abso- 
lute values. This is often not true. (5) The 
use of misleading averages. As an example 
of this, let us use a hypothetical example in 
which 14, of a group of patients is treated 
with 100 mg. of a new drug, 14, with 75 mg., 
4, with 25 mg., and 14, with no drug. Then 
the average dose is 50 mg., but no patient 
actually received 50 mg. and so any con- 
clusions based on this “average dose” are 
invalid. (6) The use of biased samples. One 
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must always be sure that the sample he has 
drawn is an accurate representation of the 
population under study. The most publicized 
episode of this error occurred in the predic- 
tions of the outcome of the 1936 presidential 
election by the “Literary Digest.” They pre- 
dicted the defeat of Roosevelt on the basis 
of a sample drawn from telephone di- 
rectories and automobile registration lists. 
Obviously this sample excludes all voters 
who cannot afford either a telephone or an 
automobile, and in 1936, this was apparently 
a substantial number of the eligible voters. 
The magazine predicted 40.9% of the total 
vote for Roosevelt who actually compiled 
60.7% of the total vote. (7) The improper 
use of percentages. This is usually due to 
the selection of non-comparable bases from 
which the percentages are calculated. There 
are many factors making bases non-compar- 
able, but one of these is the inability to sep- 
arate significant factors. For example, sup- 
pose an experimenter reports that at his 
hospital over the last five years, he and his 
surgical colleagues had found that 54% of 
the patients treated for peptic ulcer with a 
subtotal gastrectomy and a Bilroth I gastro- 
jejeunostomy had survived the procedure and 
had reported only minimal side effects while 
only 33% of those treated with the Bilroth 
II procedure had fallen into this group. In 
this case, any comparison of these percent- 
ages is meaningless for the effects of the 
different surgeons, the different stages of 
severity of the different patient’s diseases, 
and the different surgical procedures are not 
separated and individually compared. In 
many cases it is impossible to separate these 
factors and then we say that these factors 
are “confounded.” (8) The creation of an 
artificial situation in order to obtain a “sta- 
tistically valid experiment.” Obviously, if 
one is interested in comparing the effective- 
ness of specific therapeutic regimens in a 
certain disease, but in performing the ex- 
periments, certain factors important in the 
evaluation of the agents are rigidly con- 
trolled, then any conclusions will be mean- 
ingless unless these same controls are en- 
forced. 


In the above considerations, I have only 
discussed non-deliberate errors. It is ob- 


vious that one could show some improve- 
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ment with many forms of therapy if all pa- 
tients who failed to respond were not includ- 
ed in the final analysis of the therapy, or 
if important effects in the response were 
deliberately overlooked. 


Papers in Which Statistics Are Employed 


To interpret a paper in which all conclu- 
sions are based on statistical procedures, it 
would be ideal if every reader were intimate- 
ly familiar with all of the statistical terms 
and tests employed by the author. However, 
a person with only a limited knowledge of 
this subject can evaluate these papers in- 
telligently if he will ask himself the follow- 
ing nine questions: (1) Who is the investi- 
gator? Is he well known and respected in 
his field? (2) What material has he used in 
the experiment? That is, what comprises 
the sample? Is it a fair and adequate reflec- 
tion of the population with which he is work- 
ing? (3) Why is he performing the experi- 
ment, i.e., what are the questions he is at- 
tempting to answer? (4) Where was the ex- 
periment performed, i.e., is the location and 
or environment creating an artificial situa- 
tion? (5) When was the experiment per- 
formed? This may be important if the dis- 
ease studied has a seasonal variation, etc. 
(6) How was the experiment performed? 
Were proper controls taken? Are his sub- 
jects randomly selected? (7) What is being 
measured? Is this measurement adequate to 
answer his questions, and is it being done 
properly? (8) How many subjects is he 
using? Is this number adequate? (9) Has 
he committed one of the eight errors dis- 
cussed above? 


Summary 


Statistical techniques are powerful but 
relatively new tools which when properly 
used contribute enormously to medical know]- 
edge. The advent of the controlled clinical 
trial within the past several decades and 
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the rich contribution to medical knowledge 
resulting therefrom is perhaps the best cur. 
rent example that this is true. A great need 
exists today for further adaptation of th« 
currently available statistical methods t 
the problems of medical research. 
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 Enteroliths as a cause of intestinal obstruction 
_ have been infrequently described in the litera- 
' ture. A case of obstruction of the distal colon 
__ due to this cause is presented and the literature 
_ is briefly reviewed. 





Enteroliths as a Cause 


of Intestinal 


A Case Report 


NTEROLITHS as a cause of intestinal 
obstruction have been infrequently described 
n the literature. Graham,' in 1909, de- 
scribed a patient with acute intestinal ob- 
truction who proved to have an enterolith 
n the jejunum. The nidus was a gallstone. 
Phillips,? in 1921, described two similar 
cases; one of the enteroliths was located in 
the lower ileum and the other in the mid- 
jejunum. In the case of the lesion in the 
lower ileum, a plum stone appeared to be 
the nidus. In 1936, Benson and Bargen® de- 
scribed an enterolith obstructing the de- 
secending colon. This lesion also had a gall- 
stone nucleus. In 1940, Shaw‘ described ob- 
struction of the ileum caused by an entero- 
lith. The configuration suggested that it had 
originated in a small bowel diverticulum. 
Armitage,® in 1950, described a similar for- 
eign body in the distal ileum. A fruit skin 
was found in the center. On a gastrointes- 
tinal examination of this patient, there were 
numerous diverticula of the small bowel. 
Finally, in 1957, Klein® described a large 
“orange size’ mass in the sigmoid. This 
proved to be an enterolith which was diag- 
nosed clinically. The patient was treated 
with Dioctyl Sodium Sulfosuccinate (Doxi- 
nate). The symptoms cleared in seven days 
and x-rays were normal two days later. 


Case Report 


The following is a case summary from the 
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Obstruction 


JOHN L. RITAN, M.D. 
IRA ROSS GRIMES, M.D. 


John L. Ritan, M.D., graduated from the Uni- 
versity of Oklahoma School of Medicine in 1957, 
where he is now serving a residency in radiology. 

Ira Ross Grimes, M.D., graduated from the 
University of Oklahoma School of Medicine in 
1954 where he is now a senior resident in gen- 
eral surgery. 


University of Oklahoma Hospital’s Surgical 
Service: 


A 53 year old female was admitted with 
a four to five year history of occasional 
bouts of sharp, knife-like pains in the left 
lower quadrant. Twenty-four hours prior 
to admission a similar attack began and be- 
came progressively more intense. Obstipa- 
tion ensued and the patient subsequently 
passed on a small amount of flatus. The past 
history revealed that two years previously 
the patient had eaten a wild duck which had 
been killed with a shotgun. 


Physical Examination: Blood pressure 
105/70, pulse 76/min., respirations 18/min. 
The patient was well developed and well 
nourished. There were fine, moist rales in 
left lung base. The abdomen was slightly 
protuberant with generalized tenderness, 
more pronounced in the left lower quadrant. 
Rebound tenderness was present in the left 
lower quadrant. Bowel sounds were hypo- 
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ed density. Very little barium flowed past 
this point. 


























A diagnosis of mechanical obstruction o/ 
the distal colon due to foreign body was 
made and the patient was prepared for o}- 
eration. 


Upon surgical exploration, the large bow.’ 
was found to be rather markedly dilate | 
with the cecum measuring 8-10 cms. in d.- 
ameter. At the junction of the descendiny 
colon and the sigmoid, the point of obstruc- 
tion was apparent. The sigmoid colon at the 
point of obstruction was exteriorized ani 
after closing the abdomen the colon was 
opened over the intraluminal mass. The 
mass was hard, and had an irregular, round- 
ed surface. The bowel at this point was ede- 
matous and a thick, gray exudate was pres- 
ent on the external surface. Upon section- 
ing, the lesion had the appearance of im- 
pacted fecal material. A spherical lead frag- 
ment was found within the mass (figure 2). 
The gallbladder was felt to be normal. Post- 










Figure 1. Routine anterior posterior recumbent view 
of the abdomen reveals moderate gaseous distention of 
the colon proximal to the junction of the descendens 
and sigmoid. At this point there is an irregularly 
rounded density, about 5 cm. in diameter; somewhat 
uneven in texture but generally of the density of soft 
tissue; with a small, rounded object of metallic density 
near its center. 

















active. Sigmoidoscopy up to 25 cm. revealed 
a collapsed, empty sigmoid. 










Laboratory Examination: Hemoglobin 
14.5 gms.“%, hematocrit 44%, white blood 
count 8,800 per cu. mm. with 86% neutro- 
phils, 18% lymphocytes, 1% monocyte, and 
1% basophil. 













X-Rays: On routine x-ray examination 
of the abdomen, there was moderate gaseous 
distention proximal to the junction of the 
descending and sigmoid colon. At this point 
there was an irregularly-rounded density 
about 5 cm. in diameter; somewhat uneven 
in texture but generally of the density of 
soft tissue or feces; with a small, rounded 
object of metal density near its center (fig- Figure 2. Radiograph of the object which was re- 
ure 1). On barium enema, the colon ap- moved from the distal colon (after sectioning) confirms 
peared normal up to the level of the round- the presence of the metallic object within it. 
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operative course was uneventful and the co- 
lostomy was closed six months later. 


Discussion 


Wagensteen’ reports that enteroliths are 
very infrequent in man but occur commonly 
i: horses. The clinical features are those of 
i: testinal obstruction due to any foreign 
body. True enteroliths have been found to 
ec nsist of choleic acid and the alkaline min- 
eal salts of phosphorus, calcium, magnes- 
iim, and ammonium. Multiple diverticula of 
t} 2 small bowel have been suggested as an 
e ological factor. In the presence of mul- 
ti le diverticula of the small bowel, Wagen- 
sien has suggested that the pouches be ex- 
ci ed in a staged operation. In this particu- 
la’ ease, it appears that the metallic buck- 


Regents Appoint Four 
New Faculty Members 


Gunter Roland Haase, 
M.D., former associate 
neurologist with the Na- 
tional Institute of Neu- 
rological Diseases and 
Blindness, Bethesda, 
Maryland, has been ap- 
pointed associate profes- 
sor of neurology in the 
departments of medicine — 
and of psychiatry. 

He is one of four new faculty members 
whose appointments were approved at re- 
cent meetings of University of Oklahoma 
Regents. 


HAASE 


Doctor Haase was awarded his M.D. de- 
gree at the University of Munich, Germany, 
in 1949. He interned at St. Luke’s Hospital 
in Denver and served a residency in psy- 
chiatry at the University of Colorado Medi- 
cal School the following years. 


After two years as a clinical associate in 
neurology at NINDB, he went to London as 
a clinical associate and fellow at Queen 
Square Hospital, returning to the National 
Institute in 1958. 


His research includes histopathological 
studies of motor and sensory endings in nor- 
mal and diseased muscle. 


March, 1960—Volume 53, Number 3 





shot found in the enterolith may have served 
as a nidus. 


Summary 
1. We have presented a case of distal 
colon obstruction due to an enterolith prob- 
ably caused by ingestion of a buckshot. 
2. A brief review of the literature is 
presented. 
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Schottstaedt to Head 
Department of PM and PH 


New chairman of the Medical School’s De- 
partment of Preventive Medicine and Public 
Health is William W. Schottstaedt, M.D., 
who moved up from the vice-chairmanship 
to succeed Kirk T. Mosley, M.D., now an as- 
sociate dean. 


Appointment of McWilson Warren, M.D., 
assistant professor, as vice-chairman of the 
department also was announced. 


Doctor Schottstaedt received his M.D. de- 
gree at the University of California in 1948, 
interned and took residency training in med- 
icine at the University of California Hos- 
pital. He was a Commonwealth fellow in 
psychosomatic medicine at Cornell Univer- 
sity Medical College before joining the OU 
Medical School faculty in 1953. He is an as- 
sociate professor in the departments of psy- 
chiatry and of medicine as well as in public 
health. 


Appointed to part-time teaching positions 
are William S. Harrison, M.D., Chickasha, 
clinical assistant in medicine; Ray M. Bal- 
yeat, M.D., Oklahoma City, clinical assistant 
in ophthalmology; and John Francis Kane, 
M.D., of the Oklahoma City VA Hospital 
staff, clinical assistant in surgery. 


















































ABSTRACTS 


Experimental Atrophic Gastritis Associated 
With Inhibition of Parietal Cells 


WILLIAM O. SMITH,* WALTER JOEL,** and STEW- 


Tr. A. Am. Physicians, 71: 306, 1958 


A previous communication from this laboratory re- 
confirmed that the intravenous administration of a 
normal human gastric juice to Heidenhain pouch dogs 
produced a marked inhibition in acid and water secre- 
tion in the stomachs of these animals. This phenome- 
non was first observed many years ago by Brunschwig 
and associates and later Code and his associates. The 
present paper deals with the unexpected finding of 
marked atrophic gastritis in the stomachs of a num- 
ber of these dogs given repeated injections of normal 
human gastric juice over a period of time. 


After as few as three or four injections several of 
the group of animals were noted to have a diminished 
output of hydrochloric acid even on control days. All 
four of the dogs in whom the injections were con- 
tinued over a long period of time finally developed 
complete and absolute achlorhydria. This occurred 
with as few as seven injections over an 8 week period. 
The animals were then sacrificed and the stomachs 
were removed. Grossly, the stomach of each of these 
dogs showed definite atrophy. Microscopic examination 
of the stomachs from injected dogs showed various 
grades of cellular change characterized by disruption 
of the normal linear arrangement of the cells com- 
posing the branched glands, marked decrease in the 
number of parietal cells to the point of disappearance 
in some instances, a marked decrease in thickness 
of the mucosa with increased density, and a consid- 
erable degree of fibrosis. 


The mechanism responsible for the induction of 
atrophic gastritis in the stomachs of these animals is 
not clear. Attempts to further elucidate this phenome- 
non are under way. 

*Assistant Chief, Radioisotope Service, VA Hospital and As- 
sistant Professor of Medicine. 


**Pathologist, VA Hospital and Professor of Pathology. 
***Professor and Head, Department of Medicine. 


Serum Magnesium Clinical Disorders 
WILLIAM O. SMITH* and JAMES F. HAMMARSTEN** 
Southern Medical Journal, 51: 1116, 1958 


Serum magnesium has been determined in a large 
group of normal subjects and in several clinical dis- 
orders. 


Hypomagenesemia has been demonstrated in 5 of 12 
patients with delirium tremens. The entire group 
shows a much lower value than the normals. All pa- 
tients showed a striking response to magnesium ther- 
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apy. It is believed that the intracellular level of mag 
nesium is the important consideration. 


Patients with uncomplicated portal cirrhosis have n 
significant change in serum magnesium. 


Serum magnesium is slightly higher than normal i 
patients with diabetes mellitus requiring more tha 
20 units of insulin daily and without complication: 
No unusual values were found in the individual patients 
however, and the difference in means appears to hav 
no clinical significance. 


A group of psychiatric patients receiving repeate| 
shock doses of insulin showed a significant elevation 
of serum magnesium. 


Patients with uremia have markedly elevated serum 
magnesium values. Patients with renal disease with- 
out azotemia occasionally have very low serum mag- 
nesiums and may develop symptoms of magnesium 
want. 


Magnesium deficiency may occur in patients with 
large losses of body fluid and inadequate magnesium 
replacement and in patients with osteolytic disease 
with hypercalcemia and hypercalcuria. 

*Assistant Chief, Radioisotope Service, VA Hospital and As- 
assistant Professor of Medicine. 


**Chief, Medical Service, VA Hospital and Associate Profes- 
sor of Medicine. 


Variability of Diuretic Response as 
Influenced by the State of the 
Organism: A Note on the Law 
Of Initial Values 


D. C. MOCK, JR.,* A. A. KYRIAKOPOULOS,** M. L. 
CLARK,*** J. A. HAGANS,**** E, N. BRANDT,***** 
and S. G. WOLF.****** 


The American Journal of the Medical Sciences, 238 #2: 
193-202, 1959 


In a comparative study of the effects of diuretic 
agents upon persons free of cardiac and renal disease, 
the degree of increase in urine volume induced by 
various potent diuretics (as mercuhydrin and diamox 
and thiomerin) was found to vary widely from subject 
to subject despite precise control of fluid, caloric and 
electrolyte intake. Attempts to correlate these devia- 
tions with the differences in the weights of the sub- 
jects, fluetuations in emotional state or daily room 
temperature and humidity were unsuccessful. Instead, 
a significant inverse correlation was consistently found 
between the volume of urine excreted under control 
or ‘“‘basal’’ conditions and that excreted in response 
to diuretic stimulation. 


The use of data obtained in placebo tests provided a 
technique whereby it was possible to calculate the 
volume of urine to be expected following a control 
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period for a given subject if no diuretic were admin- 
istered; and by comparing this expected volume (rather 
ti:an the control day volume) to the volume observed 
a ter diuretic administration, it was possible to identify 
response to an effective stimulus no matter what the 
isal or control level was. Thus correcting for the 
nitial value effect,”’ originally described by Wilder, 
rmitted the recognition of pharmacodynamic activity 
groups where it might have otherwise been masked 
e., groups where all or most of the subjects were 
| gh excretors on their control day), and prevented 
{ e false impression of marked diuresis in groups 
iere all or the majority of individuals were low ex- 
etors on their control day. 


Assistant Professor of Medicine and Director, Experimental 
erapeutic Unit. 

*Research Fellow in Medicine. 

**Assistant Professor of Medicine and Chief of Medical Serv- 
, Central State Hospital. 

****Instructor in Medicine and Preventive Medicine and 
blic Health. 

*****Medical Student Research Assistant. 

******Professor and Head, Department of Medicine. 


iatracellular Magnesium in 
ielirium Tremens and Uremia 


ILLIAM O. SMITH* and JAMES F. HAMMARSTEN.** 
m. J. Medical Sciences, 237: 413, 1959 


Erythrocyte magnesium concentrations have been 
measured in healthy adults, patients with delirium 
tremens and uremic patients with central nervous sys- 
tem depression. 


The erythrocyte magnesium concentration was ab- 
normally low in all patients with delirium tremens, 
whereas the plasma magnesium was abnormally low 
in only 58% of them. 


The erythrocyte magnesium concentration was ab- 
normally high in all patients with uremia and central 
nervous system depression, whereas 71% had elevated 
plasma values. 


Intracellular fluid magnesium levels, as reflected 
by the erythrocyte, correlate better with clinical 
symptomatology than do extracellular fluid (serum) 
levels, particularly in the magnesium deficiency state. 

Assistant Chief, Radioisotope Service, VA Hospital and As- 
sistant Professor of Medicine. 


**Chief, Medical Service, VA Hospital and Associate Profes- 
sor of Medicine. 


Determination of Magnesium 
And Calcium in Urine 


RAUL CARUBELLI,* WILLIAM O. SMITH,** and 
JAMES F. HAMMARSTEN.*** 


Clin. Chem., 5: 45, 1959 


The renewed interest in magnesium alterations in 
human disease states has originated a search for 
simpler and more accurate analytic techniques for the 
determination of magnesium in body fluids. Several 
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recent methods are based upon the chelating effect of 
ethylene diamine tetracetic acid (EDTA). A procedure 
for the determination of magnesium and calcium in 
urine based on EDTA titration has been developed in 
our laboratory. 


It was found that direct titration of urinary calcium 
and magnesium was not feasible since the presence of 
a large amount of phosphate in the urine interferes 
with the murexide indicator used in the titration of 
calcium. This interference phenomenon was overcome 
by precipitation of the calcium with an access of am- 
monium oxalate in an acid solution of urine and ad- 
justing the pH to 5.0. Recovery experiments, after 
addition of known quantities of calcium and magnesium 
to urine, were almost satisfactory with this method. 
Recoveries were accurate to within 3%. 


*Biochemist, Oklahoma Medical Research Foundation. 

**Assistant Chief, Radioisotope Service, VA Hospital and 
Assistant Professor of Medicine. 

***Chief, Medical Service, "VA Hospital and Associate Pro- 
fessor of Medicine. 


Renal Tubular Secretion of 
Magnesium in Dogs 


H. EARL GINN,* W. 0. SMITH,** JAMES F. HAM- 
MARSTEN,*** and D. D. SNYDER.**** 


Proc. Soc. Exper. Biol. and Med., 101: 691, 1959. 


The mechanism for the renal excretion of mag- 
nesium has not been determined. Previous attempts 
to determine whether magnesium is secreted by the 
renal tubule have been unsuccessful. The development 
of the stop flow technique for localization of tubular 
transport along nephrons has made possible a new 
approach for the study of this problem in animals. 


Stop flow studies were carried out in 6 female dogs; 
6.3 to 25 microcurries of magnesium-28 were injected 
with the PAH and inulin markers. The serial urine 
samples delivered from the ureteral catheter were 
measured for the appearance of radioactivity as well 
as the usual determinations involved in the stop flow 
type of anaylsis. Magnesium blood levels were also 
obtained. 


In each study the magnesium-28 appeared just proxi- 
mal to the sharp peaks in pH and potassium change, 
an average of 8 samples prior to the appearance of 
PAH and 16 samples prior to the appearance of inulin. 
This consistent appearance of magnesium-28 in the 
urine distal to the excretion of inulin and even PAH 
strongly suggests that magnesium was being secreted 
at the level of the distal tubule or distal portion of 
the proximal tubule under these experimental condi- 
tions. 


*Resident Physician. 

**Assistant Chief, Radioisotope Service, VA Hospital and As- 
sistant Professor of Medicine. 

***Chief, Medical Service, VA Hospital and Associate Pro- 
fessor of Medicine. 

****Resident Physician. 



























































PRESIDENT’S LETTER 





“Those who would give up essential liberty to purchase a little temporary safety 
deserve neither liberty nor safety.””—Benjamin Franklin 


This year is an election year. Every two years, election years, since the inception o 
the Social Security Act, the benefits have been increased, either by increasing the payments 
or broadening the base of coverage. 


We can expect action on some Forand type of legislation this year. The second sessio1 
of the 86th Congress is not one likely to get out of the rut. 


Action taken at this time will not be the result of a comprehensive view and study of our 
society. This action should come only after the White House Conference on Aging in 1961, 
if the necessity for action is then indicated. 


I believe that we have reason for feeling that occasionally our legislators’ ‘Welfare 
Values” are expressed in the following order: 


1. Welfare of re-election of the individual. 
2. Welfare of the party. 
3. Welfare of the nation. 


If the above order is reversed and the problem adequately studied, Congress will get 
out of the rut and the Forand Bill, or compromise legislation, will not be passed. 


* * * 


Early in December 1959, the Committee on Prepaid Medical Care mailed letters to the 
societies representing the twenty-nine counties with over 100% utilization of prepaid medi- 
cal care plans, asking for discussion by the societies and for suggestions relative to correc- 
tion. 


To date of this writing, no replies have been received. This may represent voluntary 
inertia (plain laziness) or a willful effort to avoid a pressing problem. 


If every physician would ask himself if hospitalization is essential to the treatment of 
the patient; and ask himself if he would insist upon hospitalization in absence of prepaid plans 
or Department of Public Welfare Funds; if he would not hospitalize a patient merely for his 
own convenience, or merely to accede to the request of a patient whose only requirement for 
hospitalization is the fact that they want to go to a hospital because a prepaid plan or be- 
cause the Department of Public Welfare would pay the bill . . . then that portion of over- 
utilization due to abuse or misunderstanding of the purpose and intent of prepaid plans 
would be eliminated rapidly. 


Such abuse is a symptom of a lack of morality that should not exist. 


Gaguis Faker 4nd 
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The first specific aldosterone-blocking agent... 


_ALDACTONE 


effectively extends the medical control of edema or ascites. 


It introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART FAILURE - HEPATIC CIRRHOSIS 
THE NEPHROTIC SYNDROME - IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 


ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 


It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


7 


- When used alone, Aldactone will produce a sat- 


isfactory diuresis in about half of those patients 


. Whose edema is resistant to conventional diuretic 


agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients ‘who would not 
otherwise respond. 


DOSAGE: For ‘most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four-times daily. Aldactoge should be admin- 
istered for at least four or five days before apprais- 


ing the initial response, since the onset of thera- 


peutic. effect is gradual when it is used alone. 


_ Aldactone manifests accelerated activity with 


greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. ‘ . 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


G. D. SEARLE & CO. 


Chicago 80, Illinois. 


Research in the Service of Medicine 
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A March to Utopia—True or Political’ 


THE PARADE of advocates of national 
social insurance legislation to solve the health 
care problems of the aged is under way. With 
increased momentum through November, 
1960, the parade will become a full-grown 
roadshow with most political aspirants us- 
ing problems of the aged as a theme. While 
the broad subject of aging will be discussed 
generally, the problems of the effect of in- 
flation on stabilized stipulated incomes will 
be lightly covered and medical care needs of 
the aged will be emphasized. Traditionally, 
the problems of any segment of a free so- 
ciety unable to assume responsibility for 
personal care has been assumed by the local 
community. To our knowledge, there is no 
place in the United States where health care 
is not available for any segment of the popu- 
lation needing and wanting such care. 


Local Level Evaluation 


Should assistance be required, the only 
proper evaluation of needs must be made 
at the local level. Any Federal health plan 
directed at the central national level would 
be cumbersome, unworkable and costly be- 
yond comprehension. 


It can be anticipated that special attention 
will be directed toward proposed amend- 
ments to the Social Security Act. Social Se- 
curity legislation has been a popular item 
of consideration — and adoption —in each 
election year since 1950 and you can expect 
that 1960 will be no exception. But increased 
cash retirement benefits no longer loom as 
the only issue. 


*Reprinted through the courtesy of The Weekly Underwriter, 
116 John Street, New York 38, N.Y., issue of January 2, 1960 
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ARDELL T. EVERETT 
— 


The author is a member of che Joint Commit- 
\. tee on Social Security of the LIAA-ALC, as well 
‘as a member of several industry committees 
where health insurance is involved, including the 
Public Relations Committee on the Health In- 
surance Institute, member of the Board of Di- 
rectors of the Health Insurance Association of 
America and currently the chairman of the Com- 
mittee on Federal Social Problems. Also a mem- 
ber of the Insurance Committee of the Chamber 
of Commerce of the United States and chairman 
of the Chamber's health insurance subcommittee. 
In addition, he is a member of the National Ad- 
visory Committee for the 1961 White House Con- 
ference on Aging. 


In 1958, the introduction of the Forand 
Bill provided the impetus to much of the 
current debate as to the health care needs 
of the aged population. The passage of a 
bill to call a White House Conference on 
Aging in January, 1961 added to the interest 
in the subject of aging. The wheels began to 
turn toward 1960 as the critical year for 
legislation directed at the problems of aging 
and the aged. 


What Would It Provide? 


What would Forand-type legislation do 
for the aged? Such bills would amend the 
Social Security Act to provide certain hos- 
pital, nursing home and surgical benefits to 
all persons eligible to receive Social Security 
benefits. Included as recipients, therefore, 
would be persons under age 65, such as wid- 
ows with children under 18 and disabled 
beneficiaries and their dependents. Jt would 
not cover those aged persons not eligible for 
Social Security benefits. Excluded from 
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nefits are the 2.5 million of the aged who 
1ay be in need as evidenced by their inclu- 
ion in Old Age Assistance rolls. 


Therefore, Forand-type legislation would 
lanket all persons over age 65 still employed 
-but otherwise eligible for Social Security 
-and the retired persons covered by volun- 
iry health insurance or otherwise able to 
iy for health care. Benefits are not direct- 
| to need, although the proponents of legis- 
tion continually cite the needy elder citizen 
; the reason for their advocacy. 


During 1959, the parade began to form. 
s plans got under way for the White House 
onference on Aging, the shape of things to 
yme was unfolded. A planning institute was 
eld for leaders of state conferences on ag- 
ig. (Each state is to submit a report to the 
ational conference based on state surveys 
nd conferences.) Material is beginning to 
low to the states to use in making surveys 
nd planning conference programs. Includ- 
ed are many statistical tables which, per se, 
vould seem to demonstrate a “need”? with- 
out any suggested effort on the part of state 
conferees to explore the true facts of the lo- 
cal situation. 


A publication, “Guide for State Surveys 
on Aging,” is an example of the unanswered 
questions—which probably won’t be asked— 
inherent in some of the statistics. 


For one of the states, a table shows that 
the median income of women age 65 and 
over is $740 but that 63.2 per cent of them 
had no income. This suggests a picture of 
need and, indeed there probably are needy 
women in this group. But surely, the 63.2 
per cent with no income have food, shelter 
and clothing furnished by the family and 
does not necessarily mean destitution, yet 
this question is unanswered by the statistical 
table. 


Support From Husbands 


Included in the number of women with no 
income probably are all those entirely sup- 
ported by their husbands. This assumption 
is based on other income surveys made by 
the Bureau of Census in which this practice 
was followed. However, there is no clear 
presentation of the individual means of sup- 
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port for the group of elderly women. Un- 
fortunately, few persons will make the ef- 
fort to inquire beyond the bare figures in- 
cluded in such publications. 


During the summer of 1959, the Mc- 
Namara Committee—The Subcommittee on 
Problems of the Aged and Aging of the Sen- 
ate Committee on Labor and Public Welfare 
—held public hearings in Washington. One 
of the key witnesses was Wilbur Cohen of 
the University of Michigan. 


Mr. Cohen also appeared on the platform 
of the New Jersey Conference on Aging held 
in April, 1959. He feels that our economy 
can support tremendously improved bene- 
fits for the aged. Although the Social Se- 
curity program was designed as a floor of 
protection on which the individual could 
build his retirement plans through private 
thrift, Mr. Cohen prefers to view it as “a 
floor with a kind of Bigelow carpet on it 
not only to keep one’s feet warm but to give 
some aesthetic pleasure also.” 


Some of Cohen’s proposals would revise 
Social Security to provide: 


—hospital and nursing home care 


—a 20-25 per cent increase in average bene- 
fits 


—an increase in maximum taxable earnings 
to $9,000 


—an increase in the minimum and maximum 
benefits 


—an increase in widow’s benefits from 75 
per cent to 100 per cent of the primary 
benefit 


—removal of the age 50 limitation on dis- 
ability benefits 


Contributed Very Little 


Senator McNamara left the Washington 
scene this fall to hold hearings in various 
sections of the country. As reported in the 
newspapers, the hearings did little to con- 
tribute to studies in depth of the true situa- 
tion of our aged population. Rather, the 
hearings provided a platform for individual 
aged persons to ask for Federal help to re- 
lieve personal problems. The emotional im- 
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pact of these hearings contributed little to « 


an objective approach of studying the myriad 
of inter-related problems of aging. 


In July, hearings once again were held by 
the Committee on Ways and Means of the 
House of Representatives. The parade con- 
tinued. Fortunately, no precipitous action 
was taken at that time. 


E. J. Faulkner, appearing in behalf of the 
American Life Convention, the Health Insur- 
ance Association of America and the Life 
Insurance Association of America, very ably 
presented the position of the voluntary 
health insurance industry. Included in his 
testimony was an estimate of the cost of the 
Forand Bill as prepared by competent actu- 
aries in the health insurance field. First year 
cost estimates range from $2,074 to $2,387 
million but by 1980, it is estimated that costs 
would be in the range of $5,981 to $7,660 
million in terms of 1960 dollars. In terms of 
“level premium costs’—constant costs over 
the long range—the Forand Bill would cost 
from 2.32 to 2.97 per cent of taxable pay- 
roll. Since the level premium cost of pres- 
ent Social Security benefits is 8.76 per cent 
of taxable payroll, the long term total Social 
Security costs would increase by at least 26 
per cent to an over-all cost of 11 per cent of 
taxable payroll. 





Why the Opposition 
In his conclusion, Mr. Faulkner stated: 


‘“‘We express to you our firm opposition to HR 
4700 and similar proposals for the government 
financing of the costs of health care because: 


(1) Such measures are premised on the false as- 
sumptions that most of the aged are unable to 
finance their health care costs or to secure 
adequate voluntary health insurance. 


(2) The proposal would impair, if not destroy, the 
present Social Security system, and voluntary 
health insurance. 


(3) It would fail to alleviate the only real problem 
—that of the presently aged who require as- 


sistance to meet their health care costs. 


(4 


Such proposals would impose a new, uncertain, 
growing and crushing burden on an already 
heavily taxed citizenry. 


(5 


Such proposals would develop enormous pres- 
sures for a complete compulsory health insur- 
ance plan. 
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(6) Such proposals would aggravate and intensify 
the present and future economic and fiscal 
problems of the country. 


(7) Such measures are unnecessary since voluntary 
health insurance has the capacity and the will 
to provide the aged, as well as the other seg- 
ments of the population, with a sound and eco- 
nomic means of paying health care expenses. 


(8 


Such proposals might very well promise and 
impose a tax for benefits, which, based on 
presently available facilities, could not be de- 
livered. 


It is unnecessary for Congress to mortgage the 
future of Americans as a free people by enacting 
legislation of this type. In the best interests of us 
all, we ask you to vote against these proposals.” 


Away From Individualism 


Assuming the position of Janus, our re- 
trospective view tells us that the prospective 
picture for 1960 is one that clearly portrays 
a quickening pace in the parade away from 
individualism. 


State conferences on aging will be held 
without adequate and authoritative repre- 
sentation of the business and professional 
community unless there is a stirring among 
that group to action. Coming as they will 
in the middle of election year furor, these 
conferences will add to the increasing pub- 
licity in the press and other communications 
media and will be designed to trigger emo- 
tional rather than logical, consideration of 
problems of aging. 


It is known already that a tremendous 
number of bills to amend Social Security— 
all those envisioned by Mr. Cohen and 
more besides—will be introduced in Con- 
gress. The pressures generated by state con- 
ferences on aging and by political advocates 
may result in legislation directed to one facet 
of a problem thereby compounding the over- 
all problem. 


For example, can medical care problems 
be separated from problems of income and 
housing? Isn’t inflation a more dire basic 
problem of the aged affecting ability to se- 
cure voluntary insurance, adequate diet and 
proper housing? It has been stated that 
many of the aged occupying hospital beds 
would be released if adequate low cost hous- 
ing were available. 
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Little, if any, credit is given to the tre- 
endous growth of voluntary health insur- 
nce among the aged which enables the elder- 
citizen to provide his own means of fi- 
incing medical care. 


Voluntary health insurance among the 
. sed has grown at a more rapid pace than 
e growth of the number of persons living 
‘yond age 65. It must be remembered that 
luntary health insurance essentially is a 
‘oduct of the post-World War II period and 
is only natural that the health insurance 
‘otection held by the aged population is 
rectly related to the growth of health in- 
irance among those under 65. 


Number of Persons with Hospital Expense Pro- 
ction Through Voluntary Health Insurance 1946 
id 1956: 


Per Cent of Population Covered 


Year All Ages 65-69 70 & Over 
1946 30% 15% 5% 
1956 69% 48% 30% 


It is evident from these figures that as 
more health insurance is available to the 
working population under 65, the number 
covered after retirement will increase. So 
that within another ten years, the number 
of persons age 65 and over protected by 
voluntary health insurance should equal or 
exceed the percentage of the population 
under 65 who are covered in 1959. This com- 
parison of the growth of voluntary health in- 
surance is especially significant when com- 
pared to the per cent of the total population 
age 65 and over covered by a compulsory 
governmental social insurance program, 
namely, Social Security. At the end of 1957, 
after twenty years of operation of the Social 
Security Act, only 66.6 per cent of the aged 
population were eligible for Social Security 
retirement benefits. 


Need Not Considered 


Forand-type legislation would provide ben- 
efits without regard to need and, as pointed 
out before, would cover many who are still 
working or self-sufficient but would exclude 
those most in need. The cost could be stag- 
gering but is too often ignored politically be- 
cause it would not be in the Federal budget. 
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The tendency has been to regard Social 
Security taxes as something separate and 
unlike other taxation which provides general 
funds to the federal, state, and local govern- 
ments. However, it must be recognized that 
the Social Security tax is a part of the total 
tax load on the economy and because all gov- 
ernmental needs seem to be increasing, it is 
imperative that tax money be used efficient- 
ly in the sense that it be directed to areas of 
established need. By diverting tax funds to 
many persons who do not need governmental 
assistance, we reduce the capacity of our 
economy to provide for those aged persons 
who do need assistance in financing their 
medical care. 


The voluntary health care mechanism is 
confronted with a real challenge to its future 
existence. Enactment of legislation attach- 
ing health care benefits to Social Security 
will be the next to the last step toward na- 
tional health insurance for all citizens. For 
if health care benefits are provided to all 
those eligible for Social Security benefits, it 
would appear to be inevitable that such bene- 
fits be extended to those who are paying for 
them—the workers under age 65. We have 
only to look at the pattern of the disability 
benefits to discern the future for all insured 
and company planned employee benefit pro- 
grams. 


With the enactment of disability benefits 
at age 50, it could be foretold that those ben- 
efits would be extended to persons under 50. 
Once the compromise had been made, and 
the principle accepted for persons aged 50 
and over, there is little argument that can 
be made against the point that a person at 
age 40—or 30, or 25—who is disabled is not 
as deserving of benefits as a person at some 
other age. The same approach would hold 
for health care benefits once the principle of 
adding them to Social Security for any seg- 
ment of the population is established. 


Their Real Goal 


Let us not forget the ultimate goal of those 
who wish us to believe that the addition of 
health care benefits to Social Security is pro- 
posed only because of the plight of our aged 
population. In his testimony before the Com- 
mittee on Ways and Means of the United 
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States House of Representatives in July, 
1959, Walter P. Reuther stated: “It is no 
secret that the U.A.W. is officially on record 
as backing a program of national health in- 
surance. But even if we were against nation- 
al health insurance, we would favor the pass- 
age of the Forand Bill.” Many of the prom- 
inent proponents of national social health in- 
surance decry the fact that the United States 
is the only country in the world which has 
not enacted some type of compulsory health 
insurance. 


They fail to note that the United States 
is one of the few remaining nations in the 
world where private enterprise may flourish 
and where there is any degree of individual 
freedom as we have known it throughout 
the history of this country. Could it be that 
there is some connection between these two 
points which these persons have neglected 
to mention? 


If, through the Social Security mechanism, 
voluntary health insurance is obliterated 
from the American scene, what of the fu- 
ture for other forms of private insurance? 
For that matter, what is the future for pri- 
vate enterprise regardless of the form it may 
take? History tells us that the road to col- 
lectivism is entered through social ‘“insur- 
ance”’ legislation. The populace is lulled by 
the cries of those who profess to be thinking 
only of the needs of the unfortunate few of 
the citizenry who must have help. But when 
the rude awakening comes, it is found that 
the legislation is not directed toward only 
the unfortunate few— it blankets all the citi- 
zens under a paternalistic centralized gov- 
ernment approach. Unfortunately, by then 
it is too late—the pattern is irreversible. 


We cannot close our eyes to social prob- 
lems whether they be of the aged population 
or of our youth. The challenge to every citi- 
zen is whether he will shoulder his respon- 
sibility in his community to assure a com- 
prehensive objective analysis to determine 
what problems exist. Once the problems, and 
their inter-relationship, are clearly deline- 
ated, the responsible citizen must work to 





arrive at the proper solution in the frame 
work of the American climate of self-dignity 
individual initiative and personal freedom 


Too often in the past few years the battle 
to preserve the fundamental principles whic! 
we cherish against those who espouse th 
philosophy of “cradle to the grave” securit) 
have been lost by default. The professiona! 
in the field of social legislation have domi 
nated public discussions and representative 
of the business and professional groups hav: 
been notable by their absence. 


Unless responsible citizens are stirred t: 
action, the state conferences on aging wi!’ 
be held without authoritative representation 
from business and the professions. The con 
ferences will be a hollow mockery since the 
format will be the stereotyped answer to all 
problems—Federal intervention through leg- 
islation. Only if there is active participation 
by an alerted citizenry in the state and local 
conferences on ag: ng can an objective pro- 
gram be developed to study and solve the 
problems that do exist. 


I personally believe that even beyond par- 
ticipation in state and local conferences on 
aging, each of us, regardless of party, must 
begin to take a more active interest in poli- 
tics. Over the years, the word “politics” has 
acquired some unsavory connotations to 
many people, but remember that political 
participation is the very heart of our sys- 
tem of government. Action at the local po- 
litical level—in the party of your choice— 
can have far reaching effects, through the 
county and state organizations, which even- 
tually will be felt in Washington. Only 
through active expression of interest can we 
keep our representatives in government in- 
formed as to the real desires of their con- 
stituents. 


I am convinced that most citizens want 
sound government and balanced budgets but 
unless their influence is felt by participation, 
their voices will not be heard. Being a good 
citizen means acceptance of the responsi- 
bility of making our political system work 
and only you can assure its success. 
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The practice of medicine may regress in the next 
ten years as much as it has progressed in the 
last decade! This article, reprinted from the AMA‘s 
publication, “PR Doctor,” February 1960, tells 
what organized medicine must do in counter- 
revolution. 


THE SIXTIES . . . Decade of Decision 


HERE’S A REVOLUTION going on in 
our own backyard—a revolution that with- 
a ten years could alter your whole life, de- 
‘ermine how you practice medicine and dic- 
tate the way you care for your patients. 


The crisis will come in the ’60s, perhaps 
within a matter of months. The decision to 
be made is this: who will take the leadership 
in solving medical and health problems? 


This is no case of the “good guys” vs. the 
“bad guys.” It is a case of Americans look- 
ing for the best way to provide medical care 
for everyone. The goals on each “side” are 
the same—the mechanisms for achieving 
them differ. 


The whole revolution stems from a grow- 
ing feeling that suitable medical care is not 
only important, it is a right to which every- 
one, regardless of his financial status, is en- 
titled. 


No doctor of medicine would quibble with 
the objective. Traditionally individual MDs 
and medical organizations have labored to 
care for the indigent as well as the paying 
patient. 


The doctor, however, disagrees that a 
“right” implies a government handout in all 
cases. He would question the growing hue 
and cry that problems related to medical care 
are so acute that the government must step 
in to solve them. In the first place, he would 
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like some evidence to show that these prob- 
lems really exist since he hasn’t been able 
to document them in his own experience. In 
the second place, he knows the government 
is less qualified than the medical profession 
to tackle the job. Above all, he bitterly re- 
sents the fact that politicians use medical 
care as a stepping stone to political success. 


Yet people are increasingly willing to let 
the government assume the responsibility for 
health affairs. For though they bear no 
grudge against medical organizations, a lot 
of Americans feel physicians are losing this 
leadership by default. 


This is mighty strong talk but this is a 
mighty serious issue. 


Well, what happened to medicine? One 
cogent answer turns up time after time in a 
recent survey conducted for AMA by an in- 
dependent firm. Doctors—individually and 
collectively are guilty of a communications 
failure. 


The survey points up communications fail- 
ures in these vital areas: 


* Failure to communicate to patients un- 
derstandingly and understandably about 
their illnesses. 


* Failure to communicate effectively re- 
garding fees and medical costs as they re- 
late to other prices today. 








* Failure to communicate effectively ona , 


personal level with patients. This leads to 
complaints that the doctors are cold, indif- 
ferent to people’s personal problems both 
medical and financial; that they don’t care 
about people’s feelings, that they make peo- 
ple wait too long. 


¢ Failure to communicate the story on the 
long-established programs medicine has 
launched, i.e. to train more doctors, to get 
these doctors into communities needing them, 
to police its own ranks. 


* Failure to communicate its real public 
interest in the case of the indigent, the aged, 
the economically stricken. 


Medicine’s planned efforts to get out of 
the scientific cocoon and into the community 
to tell its story are recent, dating back less 
than a decade in some cases. Much progress 
has been made, but will it be enough to stem 
the tide of support for government medicine? 


Part of the communications failure may 
be traced to doctors’ commendable reticence 
to promote themselves and their organized 
projects. Many a doctor will say, “If you do 
a good job, people will ultimately find out 
about it.”” But “ultimately” may be too late. 
Politicians are wasting no time promoting 
unsound and undesirable schemes to “gov- 
ernmentalize” medicine. They know that 
salesmanship of a product—or a point of 
view—is essential today. 


Though physicians and medical societies 
may not be well versed in the techniques of 
communicating in the way that a salesman 
or politician does, they have the winning 
card. The modern medical care system in 
America, under constant scrutiny and under- 
going continual improvement by physicians 
and allied medical people, is the best in the 
world. 


Unpleasant as the realities of the need for 
“salesmanship” may be to the scientifically 
oriented physician, it is essential that he 
stand up for the system he knows works 
best—and at the same time, work to assure 
that it continues to be the best. He can pro- 
mote his point of view in the name of or- 
ganized medicine, not selfishly, but on be- 
half of the public interest. 


Today the medical profession must adapt 
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its techniques to the times. You don’t use : 
musket in the face of a machine gun barrage 
MDs, medical societies and allied group 
must emphasize through every availab] 
means to the public that working to improv 
today’s medical system will provide bette 
medical care in the long run than substitut 
ing a government system. 


The times are today. 


The technique is positive action couple 
with better communications. 


The suggested “‘counter-revolutionary” ap- 
proach follows: 


Six for the Sixties— 
Make Service Your Slogan 

1. Service from a personal physician. 
Americans crave this. In this area some 
cracks appear in the mirror reflecting the 
doctor image. Though physicians rate high- 
er than dentists or lawyers on ethics and 
dedication, MDs are more often criticized in 
areas of personal service. Analysis of the 
opinion survey shows that the physician’s 
own attitudes and motives along with the 
efficiency with which he runs his office are 
keys to service attitudes. Consequently, 
every physician should be aware of his own 
personal responsibility not only for his per- 
sonal public relations but for the public re- 
lations of the entire profession. 


Needed—Increased professional educa- 
tional efforts on human relations techniques, 
ways to communicate to people more effec- 
tively .. . more orientation courses for new 
members, more refresher courses for regu- 
lar members, more medical society action to 
establish courses in medical schools on non- 
scientific medical subjects. 


Coming—A new booklet for physicians on 
the human side of medicine and medical 
ethics practically applied. 


2. More medical service. Over one fifth 
of the Americans surveyed feel there is a 
doctor shortage and some intimate the pro- 
fession actually limits supply. About one- 
fourth indicate a local need for more hos- 
pital facilities. Problems appear greater in 
rural areas. 


Needed—All-out publicity on medicine’s 
recently stated positive policy regarding re- 
cruiting more young people into medical 
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careers, offering medical scholarships, ex- 
yanding medical schools, and _ ultimately 
‘vaining more doctors .. . joint efforts by 
1: edical societies and medical schools work- 

g together to tell what’s being done to in- 
«vease the number of medical graduates. . 
cal studies on ways to expand facilities, 
t up scholarships, as recommended at 
MA’s Dallas Clinical Meeting ... aware- 
ss that the public interest is not served 
hen medical societies and medical schools 
in’t get along together. 


Coming—A new career guidance handbook 
counsellors and an accompanying leaflet 
rr interested teen-agers to further career 
‘cruitment efforts. 


3. Better medical service. Lack of 

rompt service, properly administered, 

supled with the criticism you can’t always 
vet a doctor when you need one, are at the 

ot of much of the criticism of the medical 
profession, the survey says. 


Needed—Renewed attention to operation 
of round-the-clock emergency systems, well 
publicized, to demonstrate medicine’s desire 
to provide continual service . . . more educa- 
tional programs to stress the importance of 
securing a family doctor before emergencies 
arise ... repeated study of grievance com- 
mittees to make sure they are functioning 
effectively and that people know they exist 

. continued emphasis on office efficiency 
to reduce service complaints related to un- 
necessary waits, difficulty of access to a 
doctor, lack of adequate time for patients. 


Available — How - to - do - it literature on 
emergency call systems and grievance com- 
mittees, suggestions on family doctor educa- 
tional campaigns, materials on increasing 
office efficiency. 


4. Service at reasonable pr.ce. The weak- 
ness of medical efforts to communicate the 
true story on medical costs and resultant lack 
of understanding of financial motives leads 
to public feelings that doctors are excessive- 
ly money-minded, that they charge a lot 
more than expected, and that they don’t try 
to keep charges as low as possible. 


Needed—Greater widespread educational 
efforts on medical care costs in relation to 
other costs today . . . promotion of medi- 
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cine’s traditional guarantee to provide medi- 
cal care to all, regardless of ability to pay, 
whether these plans are formal or informal 
... development of relative value studies as 
recommended by AMA’s House of Delegates 
among societies interested in this aspect of 
cost . . . continued education of individual 
physicians on the importance of itemizing 
medical bills, initiating advance fee discus- 
sions, cutting costs where possible for pa- 
tients . . . increased emphasis on using not 
abusing health insurance plans and promo- 
tion of wider insurance coverage. 


Coming—A report on a recent survey of 
societies’ efforts to provide care to the in- 
digent and the medically indigent and how- 
to-do-it materials on establishing and pub- 
licizing a guaranteed care program ... re- 
gional conferences to explain techniques of 
conducting relative value studies . . . leaflets 
for profession and public on using, not abus- 
ing health insurance. 


5. Service beyond the call of duty. Today 
doctors are less often credited than are den- 
tists or lawyers with trying to help solve 
community problems. Medical societies 
should tackle at least one positive community 
service project in 1960, whether it be a 
health fair, a tetanus immunization cam- 
paign, an attempt to reduce highway acci- 
dents, or a similar effort to solve a local 
health problem. Since Forand type legisla- 
tion is imminent unless actively countered, 
a positive project in the area of aging should 
be a PR must in 1960. 


Needed—Creative origination of com- 
munity service projects by medical societies 

. more community participation by phy- 
sicians. 


Coming—New how-to-do-it leaflets on 
community projects, particularly for senior 
citizens. 


6. Service as citizens. Regardless of their 
“special interests” physicians are citizens. 
1960 is an election year. Consequently, doc- 
tors as private citizens should actively en- 
courage people to vote, work in the political 
parties of their choice, and generally work 
for good government. It is as important for 
medicine to support sound legislation as it is 
to oppose unsound bills. 













Factors Relating To 


Physician Distribution in Oklahoma 
1950-1959 


Part Il of a Series** 


Ir HAS BEEN SAID that the concentra- 
tion of population in Oklahoma, along a 
southwest—northeast diagonal ‘follows the 
pattern of oil development.” If we add to 
this picture an extension of concentration 
to the north and to the south from the mid- 
point of the diagonal (perhaps related to 
the marketing pattern of the cattle and 
agricultural industries), the broad ellipses 
of population concentration in Oklahoma is 
described. 


This pattern also depicts the concentra- 
tion of practicing physicians in the state. 
The general parallelism is to be expected. 
However, the degree of population per se is 
not the relevant feature. Increasing concen- 
tration leads to population organization and 
to community development, i.e., urbaniza- 
tion, in some degree. 


Population organization and degree of 
urbanization appear to be the basic features 


*All three of the authors are with the Department of Pre- 
ventive Medicine and Public Health, University of Oklahoma 
School of Medicine; Doctors Hagans and Fisher are also with 
the Biostatistical Unit of the Department of P.M. and P.H.; 
in addition, Doctors Lowe and Hagans serve with the Depart- 
ment of Medicine. 


**Part I appeared in the February 1960 issue of this Journal. 
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most clearly related to the concentration of 
physicians. Pursuing this concept, and ex- 
tending the analysis begun in Part I to 
the whole state at the county level, the coun- 
ties have been sorted (table III) into four 
categories; (1) those demonstrating a met- 
ropolitan type of organization, (2) those 
demonstrating “urbanization’*** of a non- 
metropolitan type, (3) those demonstrating 
a lesser degree of population organization 
inio towns or cities, but with a total income 
level above 20 million dollars for 1958****, 
and designated “Rural-I” and (4) a “Rural- 
II” category consisting of those counties 
presenting the minimum degree of popula- 
tion organization and total income for their 
respective areas. 


****Urbanization’”’ is defined here, exciusive of metropolitan 
organization, by the presence in a county of one or more com- 
munities, per 500 sq. miles, each with a 1950 census of 2500 
or more; and/or the presence of a city, the population of which 
includes 50% or more of the county’s 1950 census. 


****Total income calculated from per capita income published 
for each county for 1958 by the University of Oklahoma Bu- 
reau of Business Research and 1958 population estimates 
(table IV—footnote). 
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Table III 





ORGANIZATION LEVEL AND 


Level of 


NET CHANGE IN: 


A. Practicing Medical Physicians—1950—1959 


No. of 


No. of 





























(Vertical) 

















No. of % Chi Square 
Organization Counties M.D.’s—1950 M.D.’s—1959 Change Analysis* 
Metropolitan 2 703 780 +9.9% 
“Urbanized” 21 615 579 —5.9% 
Rural—1 9 196 163 —16.8% 
Rural—II 45 367 273 —25.6% p <.001** 
Total 77 1881 1795 —4.5 % 
B. Osteopathic Physicians—1950—1959 
Level of No. of No. of No. of % Chi Square 
Organization Counties D.O.’s—1950 D.O.’s—1959 Change Analysis* 
Metropolitan 2 103 166 +61.2% 
“Urbanized”’ 21 104 105 +0.9 % 
Rural—I 9 42 31 —26.1 % 
Rural—II 45 74 70 —5.4 % p <.001** 
Total 77 323 372 +15.1 % 
Table IV 
SIZE OF COMMUNITY IN EACH ORGANIZATION 
LEVEL AND NET CHANGE IN: 
A. Practicing Medical Physicians—1950-1959 
County Level of Organization 
Community “Urbanized Rural—I Rural—II 
Size 
<2500 85.1% 88% 
2500—6000 —26.5% —12.0% —22.0 % 
6000—18000 —12.1% —11.6% —25.0 % 
18000—38000 + 8.3% 
State Average — 5.9% —16.8% —25.6 % 
Chi Square Analysis* > .001** p>.05 p>.05 
(Vertical p<.01 & 
Community B. Osteopathic Physicians—1950-1959 
Size “Urbanized” Rural—I Rural—II 
<2500 + 98.8% 950% 11.9% 
2000-6000 — 4.8% +25.0% + 3.1% 
6000-18000 +13.0% —42.8% 0.0% 
18000-38000 —15.4% 
State Average + 0.9% —26.1% — 5.4% 
Chi Square Analysis* p> .05 p>.05 p>.05 








*p represents the probability that a difference as great or greater than that observed would have occurred by 
chance alone; when the value was .05 or less (1 in 20 or less) it was regarded as sufficiently rare as a chance 
occurrence to indicate a significant difference. 

“indicates statistically significant difference. 
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«Table V 








Level of M.D.’s 100,000 

Organization 1950 1959* 

Metropolitan —121.2 ~ 104.0 iam 
“Urbanized”’ 80.9 75.3 

Rural—I 75.0 70.9 

Rural—II 58.2 49.5 

State 80.6 77.6 


PERCENT CHANGE IN PHYSICIAN/100,000 POPULATION 
BETWEEN 1950 & 1959 IN EACH 
LEVEL OF ORGANIZATION 





% D.0.’s 100,000 % 
Change 1950 1959* Change 
142% 178 99.4 424.2 % 
— 6.9 % 14.1 13.6 — 35 % 
— 55 % 16.2 13.5 ~16.7 % 
14.9 % 12.1 12.7 + 5.0 % 
—37% 136 16.2 +19.1 % 


*Population estimates are those published by the Oklahoma Committee for Population Estimates as of July 1, 1958. 








The organized communities of the last 
three categories have been sorted by size to 
illustrate the subject relationships in these 
sub-groups. 


As the level of population organization 
decreases and becomes more and more rural, 
there is a significant tendency towards a 
greater and greater net loss of physicians 
in general over the nine year period (table 
III—A and B). It is noted that in the met- 
ropolitan areas the per cent increase in 
osteopathic physicians is about seven times 
that of the medical physicians. The net over- 
all change for the state reflects a loss of 
4.5% in practicing M.D.’s and a gain of 
15.1% in D.O.’s. 


Table IV—A and B illustrates that there 
is no apparent relationship between com- 
munity size within levels of organization 
and the net change in D.O.’s and practicing 
M.D.’s in this period, except for M.D.’s in the 
communities of ‘urbanized”’ counties. Here 
the larger communities (i.e.>18,000) showed 
a net gain in M.D.’s (+8.3%), while there 
are increasing net losses in M.D.’s as com- 
munity size decreases. This contrast sug- 
gests that further study in relation to the 
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level of urban development at the individual 
community level is needed. 


The data in table V (using the familiar 
standard of No. of physicians/100,000 popu- 
lation) will provide a quick orientation on the 
effects of the shifting of our population from 
one level of population organization to an- 
other. Quantitatively, in regard to M.D.’s, the 
metropolitan areas have fared as badly as 
the Rural-II level, with the minimum popu- 
lation concentration and organization, (a de- 
crease of 14.2 and 14.9% respectively). The 
population shifts reduced a gain to a loss in 
the former areas and reduced a loss to a 
lesser loss in the latter. Interestingly, the 
increase of osteopathic physicians outstrip- 
ped the population gain in the metropolitan 
areas, and the minimal decrease in the most 
rural area was converted to a minimal in- 
crease, relative to the population shift. 


Part III of this series will deal with two 
further questions, (1) Why does community 
size appear to be significant in the ‘“‘urban- 
ized” counties but not in the others? (2) 
What relationship exists between the age and 
concentration of M.D.’s and their distribu- 
tion? 


Journal of the Oklahoma State Medical Association 














S ae a ee ee ee ee ee ee a a 


| <> lls a> HE <> EE on es oe ee 


Mi 




















ews 





INDEMNITY PROGRAM FOR SENIOR CITIZENS APPROVED 


Council and Delegates ‘OK’ Plan 


After nearly a year of investigation and 
n gotiation, Oklahoma’s House of Delegates 
n ot on February 21 and approved a medi- 
c. '-hospital pre-payment program for senior 
c izens. The program, Blue Cross-Blue 
S ield “Special 60,” is an indemnity plan 
cd signed as an answer to the American Med- 
ial Association’s plea (1958 Mid-Winter 
neeting) for “the development of an effec- 
te voluntary health insurance or pre-pay- 
nent program for the group over sixty-five 
vith modest resources or low family income 

. (at physician compensation rates) which 

ll permit the development of such insur- 
ace and pre-payment programs at a re- 
diced premium rate.” 


Service Plan Rejected 


Although the AMA request implied the 
desire for service plans rather than indem- 
nity, Oklahoma Delegates previously (Au- 
gust 2) considered such a proposal and re- 
jected it. It was the majority feeling at that 
time that such a concession, even on behalf 
of the elderly, would inadvertently lead the 
public to believe that the reduced fees would 
be an acceptable rate of pay for other special 
interest groups. 


As a counter proposal, the Delegates elect- 
ed to adhere to their traditional preference 
for indemnity-type programs and instructed 
the Committee on Insurance Programs for 
Senior Citizens to develop such a proposal, 
clear it through the Council, and re-submit 
it to them for final ratification. Under the 
indemnity concept, a low premium could be 
achieved and physicians could retain their 
right to apply their own means test with in- 
dividual patients; thus, in the majority opin- 
ion, eliminate the abuses felt to be inherent 
in service contracts. 


The Committee Reports 


Immediately following the August meet- 
ing, the committee changed course as direct- 
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ed and began an investigation of an indem- 
nity approach to the problem. Meetings were 
held on several occasions and the “Special 
60” plan was devised in cooperation with 
Blue Shield representatives. 


“Special 60” was approved by the Council 
on November 22 and referred to the House 
of Delegates. 


Benefits Outlined 


In a nutshell, the provisions of “Special 
60” may be described by quoting the resolu- 
tion passed jointly by the Blue Cross-Blue 
Shield Boards in response to the commit- 
tee’s request for action: 


“RESOLVED, That the Blue Cross Board 
of Trustees approve the offering of the regu- 
lar Blue Cross contract to people sixty years 
of age and over, except that the number of 
days’ care be limited to thirty. 


That the Blue Shield Board of Trustees 
approve the offering of the Blue Shield 
standard contract ($200 fee schedule) to 
people sixty years of age and over, except 
that in-hospital medical care be limited to 
eighteen days, beginning with the fourth 
day. 


Further, that these contracts be offered in 
each county at the next regular non-group 
enrollment in that county; that the rate for 
these contracts shall be the same as that 
charged the regular non-group Blue Cross- 
Blue Shield members in that county. 


Further, that the experience of holders of 
these contracts shall be allocated to the rest 
of the contract holders in that county, both 
group and non-group, on the basis of con- 
tracts in force.” 


In summary, the “Special 60” plan will 
correspond to the Standard 200 contract 
now in wide use throughout the state, except 
that the length of stay in the hospital. has 


171 
















been shortened from ninety days to thirty « 


days, and the in-hospital medical care cov- 
erage has been reduced to eighteen days. 
The premium will be the same as the “200 
contract” rate in a given county and will be 
subjected to the same county-rating system 
now being employed for all Blue Shield mem- 
bers. Sale of the “Special 60” will begin im- 
mediately, county by county, beginning on 
the regular non-group enrollment date for 
each county. 


Council Meets Same Day 


Although the Council had previously 
passed judgment on the insurance program, 
it never-the-less met on the morning pre- 
ceding the House of Delegates meeting. 


One of the highlights of the meeting was 
the Council’s decision to launch a “crash 
program” to combat the Forand Bill, a meas- 
ure now resting in Congress which would 
socialize medicine for some sixteen million 
social security recipients. After receiving 
first-hand information from Mr. Dick Nel- 
son, AMA Field Service Division, the Coun- 
cil approved a report from the association’s 
Federal Legislative Committee which called 
for the organization of twelve councilor dis- 
trict meetings on this subject during the 
first week of March. 


Along the same line, the Council approved 
a motion calling for the re-statement of the 
association’s opposition to the bill, and speci- 
fying that copies of this statement of policy 
be sent to members of Congress and the 
House Ways and Means Committee. 


Another significant action of the Council 
was its decision to allocate $730 from the 
General Fund for the purpose of re-decorat- 
ing the office of the Woman’s Auxiliary, lo- 
cated in the OSMA Headquarters Building. 


The average American family spent $294 
for all personal health services (doctors, 
hospitals, drugs, etc.) in 1957-58, Health 
Information Foundation reports. But these 
costs were distributed unevenly. About 3 per 
cent of all families had no health costs; 31 
per cent $1-$99; 34 per cent spent $100- 
$299; and the remaining 32 per cent spent 
$300 or more. 
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Kennedy, Liberals Push for 
Forand-Type Law 


Representative Aime Forand (Democra’, 
R.I.), author of the infamous bill to sociali:e 
medicine for social security recipients, hes 
found additional allies. Significantly among 
those piping the socialistic party line is pres- 
idential candidate Senator John F. Kei- 
nedy (Democrat, Massachusetts). 


Serving as a member of the Senate Wei- 
fare Sub-Committee on Aging, labor-wooing 
Kennedy recently announced the inclusion of 
social security health benefits in his political 
platform. According to Kennedy and sub- 
committee cohorts, “The number one prob- 
lem of America’s senior citizens is how to 
meet the costs of health care at a time when 
income is lowest and potential or actual dis- 
ability is highest.” 


Beside Kennedy, Chairman Pat McNamara 
(Democrat, Michigan), and Senator Joseph 
S. Clark (Democrat, Pennsylvania) and Jen- 
nings Randolph (Democrat, W. Virginia) 
joined in the report which also called for a 
big increase in monthly social security bene- 
fits. The disturbing development came after 
an alleged survey of the needs of the aging 
which the barnstorming group conducted 
in eight cities across the nation. Opponents 
of the Forand Bill, the Kennedy proposal and 
other similar legislation have correctly ob- 
served that Kennedy, color-bearer for the 
group, was seldom present at any of the pub- 
lic hearings which were staged. Had he been 
there, it is also observed that his legally- 
trained mind would have noticed that the 
conduct of the meetings, coupled with the 
prejudices of Chairman McNamara, branded 
the information obtained as biased, political 
ammunition, rather than a factual, objective 
report of the true conditions. 


The’ report said that about eight million 
Americans over age sixty-five, half of the 
present total, “cannot afford today, decent 
housing, proper nutrition, adequate medical 
care, preventive or acute, or necessary rec- 
reation.” Among those taking exception to 
these loosely-drawn figures, are the mi- 
nority members of McNamara’s sub-commit- 
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ce, Senators Everett M. Dirksen (Republi- 
n, Illinois) and Barry Goldwater (Repub- 
ican, Arizona). They have offered a mi- 
jority report which supports voluntary en- 
t. prise as the best method of meeting the 
p-oblems of the aged, and they are more 
conservative in their estimate of need. 


Oklahoma Figures Differ 


On the Oklahoma scene, the estimates of 
» needy-aged run closer to 10% of the 
al population over sixty-five. Nearly one- 
. If of this age group in the state is covered 
the Medical Care Program for Public As- 
tance Recipients. More than 10% have 
ue Cross plans, and another 10% or more 
ve commercial health insurance. When 
e financially independent, VA beneficiaries 
aid others are subtracted from the re- 
nainder, the balance of “unknowns” falls 
considerably short of the “one-half” alleged 
to be medically indigent. 


— bd ex emp 
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Forand Bill Fulminates 


Meanwhile, back at the House Ways and 
Means Committee, things were popping too. 
Special field men of the AF of L-CIO, hired 
expressly to drum up pressure for the pass- 
age of the Forand Bill, were applying the 
leverage to conservative-minded Chairman 
Wilbur Mills to get the bill reported favor- 
ably out of committee and to the floor of the 
House. 


In addition, Secretary of Health, Educa- 
tion and Welfare Arthur Fleming was wav- 
ering from his previous opposition to gov- 
ernment intervention in the health care field. 
The administration is now reported to be 
drafting a counter-proposal to the Forand 
Bill which will also be introduced through 
the Ways and Means Committee along with 
other amendments to the Social Security 
Act. 


Taxpayers Protest 


In Oklahoma, as in all other states, medi- 
cal leadership has inspired physicians and 
other thinking-taxpayers into vociferous op- 
position to Forand-Type legislation. Great 
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efforts have been made to match labor’s 
write-in volume and neutralize the pressure 
being applied on Ways and Means Commit- 
tee members and other U.S. Representatives. 
State and County medical societies across 
the land are sending official resolutions 
to their Congressmen and to Wilbur Mills. 
Other organizations have allied themselves 
with medicine and are making similar, con- 
certed efforts to achieve representative gov- 
ernment. 


Special bulletins have been mailed to every 
physician in the state, asking him to write 
his congressman (and Mills) and to get ten 
of his friends and patients to do the same. 
The OSMA Federal’ Legislative Committee 
met on February 25 with leaders of other 
statewide organizations and received their 
pledges of cooperation in launching write-in 
campaigns. 


To further incite the voice of freedom, the 
Federal Legislative Committee organized 
OSMA Councilor District meetings and sent 
speakers and materials all over the state. 


According to J. R. Stacy, M.D., Chairman 
of the committee, “the threat of this type 
legislation has never been more imminent. 
Both Republicans and Democrats have rec- 
ognized the power of the aged voting bloc, 
and, right or wrong, the course of least re- 
sistance may be followed if the taxpayers 
don’t speak loud, long and continuously for 
a sound dollar and a solvent government! 


Voluntary enterprise is solving what prob- 
lems there are that now confront a certain 
segment of our senior citizens . . . but simply 
resting on laurels will not get the job done. 
Congressmen must be told over and over 
again of their supreme obligation to stop 
give-away programs and restore our economy 
to a sensible balance. Promiscious foreign 
and domestic spending and the devaluation 
of the dollar which accompanies it are the 
real villains of the elderly .. . and of any- 
one else trying to live on a fixed income in 
an inflationary world. The unnecessary ex- 
penditure of $2 billion for the Forand Bill 
would only stoke the flame .. . and further 


expansion of the program to keep up with 
inflation would be absolutely predictable.” 
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Physicians Play Leading 
Role in Aged Study 


Over sixty members of the Oklahoma State 
Medical Association will take active parts 
in the Oklahoma phase of the White House 
Conference on Aging. The physicians are 
now serving in various committee capacities 
in a statewide survey of the status of the 
aging and aged populations of Oklahoma, 
preparatory to a state conference in June, 
1960, and a national conference in January, 
1961. 


Inspired by OSMA 

Oklahoma’s participation in the national 
project and the University of Oklahoma’s 
guidance of the state phase of the program 
are the results of action taken by the asso- 
ciation’s Committee on Aging nearly a year 
ago. At that time, it was learned that $15,- 
000 federal grants were being made avail- 
able to states under the provisions of Pub- 
lic Law 85-908, the “White House Confer- 
ence on Aging Act.” 


The Act further provided that states 
should use these funds to survey the status 
of the aging on a state-by-state basis, conduct 
state conferences and be prepared to formu- 
late and submit to the national conference 
certain recommendations .. . “for action in 
improving and developing programs to per- 
mit the country to take advantage of the ex- 
perience and skills of older persons, to cre- 
ate conditions which will better enable them 
to meet their needs, and to further research 
on aging.” 


The association committee, chaired at that 
time by Hayden Donahue, M.D., anticipated 
that the Oklahoma survey funds would be 
sought by special interest groups, and rec- 
ommended to the Governor that application 
for such funds should be made on behalf of 
the Extension Division of the University of 
Oklahoma, where an unbiased study could 
most likely be made. The Governor accepted 
this recommendation and appointed O.U. 
President George L. Cross as Chairman of 
the Oklahoma Committee on Aging. 


Four Take Roles of Leadership 
OSMA President Alfred T. Baker, M.D., 
John W. DeVore, M.D., Walker Mor- 
ledge, M.D., and Lee Honska, M.D., have ac- 
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cepted appointments of primary responsibi'- 
ity in the state organization. Doctor Baker 
is serving as a member of Doctor Cross’ Evy- 
ecutive Committee and Doctor DeVore is 
Chairman of the fourteen fact-finding com- 
mittees which will gather the bulk of the in- 
formation upon which the Oklahoma reconi- 
mendations will be made. Doctor Morledye 
is Chairman of the all-important Fact-Fin«- 
ing Committee on Health and Doctor Honska 
is Chairman of the Committee on Researec i, 
Training and Demonstration. 


Health Aspects 

Physicians serving with Doctor Morledge 
on the health committee are: John F. Bur- 
ton, M.D., Donald W. Branham, M.D., Rob- 
ert C. Lowe, M.D., and Forest R. Brown, 
M.D. To adequately cover the subject, the 
committee is divided into three sub-commit- 
tees. Doctor Burton chairs the Sub-Commit- 
tee on Financing Health Care; Doctor Bran- 
ham heads the Sub-Committee on Health 
Needs of the Aging; and Doctors Brown and 
Lowe are co-chairmen of the Sub-Committee 
on Health Care Resources. 


Other Committees 

In addition to the physician-dominated 
Fact-Finding Committee on Health, Okla- 
homa medics are well represented on the re- 
maining thirteen fact-finding groups. Serv- 
ing as committee members are: Frank L. 
Adelman, M.D., Enid; John A. Bealor, M.D., 
Norman; Don Bernamonti, M.D., Muskogee; 
Donald W. Branham, M.D., Oklahoma City; 
Rheba H. Edwards, M.D., Oklahoma City; 
Shelby G. Gamble, M.D., Okmulgee; K. H. 
Geocaris, M.D., Tulsa; A. A. Hellams, M.D., 
Oklahoma City; Herbert B. Hudnut, Jr., 
M.D., Oklahoma City; Earl D. McBride, 
M.D., Oklahoma City; E. C. Mohler, M.D., 
Ponca City; K. W. Navin, M.D., Shawnee; 
T. A. Ragan, M.D., Norman; Louis H. Ritz- 
haupt, M.D., Guthrie; S. C. Shepard, M.D., 
Tulsa; and J. R. Stacy, M.D., Oklahoma City. 


Mayors’ Committees 

Another important fact-finding feature of 
the state survey is the employment of may- 
ors’ committees. Again, the medical profes- 
sion is well represented. On the first thirty- 
five mayors’ committees formed, thirty-seven 
physician names appeared, five of whom 
were appointed as chairmen. 
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A diversified scientific and social program 
ad an outstanding array of guest speakers 
vw ll be offered Oklahoma physicians at the 
5 th Annual Meeting of the Oklahoma State 
} edical Association, to be held in Oklahoma 
( ty, May 2, 3, and 4, 1960. Newer concepts 
iy medical and surgical techniques will pre- 
vil throughout the fifteen individual scien- 
ti ie lectures and the three scientific sym- 
p sia which are scheduled for the meeting. 











The complete program and details o 
the 54th Annual Meeting will appear in 


the April issue of the Journal. 





Despite emphasis on “newer concepts,” all 
scientific events have been planned with an 
ve on practicality. According to Doctors 

M. Bielstein and Bert F. Keltz, General 

1airman and Scientific Works Chairman 
‘espectively, the program has been keyed to 
appeal to specialists and general practition- 
ers alike. 


~ A a OO 


Rounding out the contributions to be 
made by the fifteen guest speakers, Okla- 
homa physicians will also be treated to a 
high-quality display of scientific and educa- 
tional exhibits, plus a full calendar of re- 
lated activities and social events. 


Speakers Named 


Listed as guest speakers are: Edgar V. 
Allen, M.D., Internal Medicine, Rochester, 
Minnesota; Nadene Coyne, M.D., Physical 
Medicine, New York, New York, Grayson 
Carroll, M.D., Urology, St. Louis, Missouri; 
George Deaver, M.D., Physical Medicine, 
New York, New York; Michael DeBakey, 
M.D., Surgery, Houston, Texas; Vincent T. 
Derbes, M.D., Dermatology, New Orleans, 
Louisiana; Eugene L. Derlacki, M.D., 
K.E.N.T., Chicago, Illinois; Murdina Des- 
mond, M.D., Pediatrics, Houston, Texas; 
Benjamin Felson, M.D., Radiology, Cincin- 
nati, Ohio; Schuyler Kohl, M.D., Obstetrics 
and Gynecology, Brooklyn, New York; Mr. 
Ken Rawlinson, Collegiate Athletic Train- 
er, Norman, Oklahoma; Harold Rosen, M.D., 
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‘Something For Everyone’ At Annual Meeting 











Psychiatry, Baltimore, Maryland; Mr. Ger- 
ald J. Skibbins, Public Opinion Research, 
Princeton, New Jersey; Harold A. Sofield, 
M.D., Orthopedic Surgery, Oak Park, Illi- 
nois; and Mario Stefanini, M.D., Internal 
Medicine, Brighton, Massachusetts. 


Members of the OSMA who will partici- 
pate are: Shelby Gamble, M.D., Ella Mary 
George, M.D., William Jaques, M.D., Herbert 
Kent, M.D., Earl McBride, M.D., Tom Points, 
M.D., Carl Lindstrom, M.D., G. R. Russell, 
M.D., and J. R. Stacy, M.D. 


Public Opinion Expert Featured 


A change of pace from the scientific 
format will be the equally important talk to 
be given by Mr. Skibbins, Research Associ- 
ate of the Opinion Research Corporation of 
Princeton, New Jersey. Scheduled as the 
luncheon speaker for Tuesday, May 3, he will 
discuss the timely topic, “How Public Opin- 
ion Can Socialize A Profession or Industry.” 


In an advance outline of his talk, the pub- 
lic opinion expert reported that recent atti- 
tude research has revealed the effects of pub- 
lic opinion on broad social legislation such 
as labor law, government electric power and 
socialized medicine. A further definition of 
this process indicates that the medical pro- 
fession is now an incidental target of such a 
movement, to the extent that effective count- 
er action must be taken soon if the adverse 
trend of the opinion movement is to be stop- 
ped in time. 


Panels Planned 


On Tuesday morning, May 3, Doctors Al- 
len, Stefanini and DeBakey will present 
papers concerning their particular interests 
in the subject, “Newer Concepts and De- 
velopments in Peripheral Vascular Disease.” 
Doctor Allen will lead off with a discussion 
pertaining to the natural history of arterio- 
sclerosis obliterans. He will be followed by 
Doctor Stefanini who will speak on recent 
findings regarding blood clotting. Lastly, 
Doctor DeBakey will talk about recent de- 
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velopments in the surgical approach to the « 


disease. 


Following the formal presentations, the 
three physicians will participate in a panel 
discussion, moderated by William Jaques, 
M.D., Oklahoma City pathologist. 


During Tuesday afternoon, the second fea- 
tured panel will be presented. Doctors Kohl 
and Desmond will first deliver papers on the 
subject of “Perinatal Mortality,” speaking 
from the standpoints of the obstetrician and 
pediatrician. These lectures will be followed 
by presentations from Doctors Points, Lind- 
strom and Russell, who will discuss work be- 
ing done locally in this field of interest. Time 
will then be allotted for a question and an- 
swer session, moderated by Doctor Kohl. 


Wednesday morning, the closing session of 
the scientific program, will be devoted ex- 
clusively to the important subject of rehabi- 
litation, with particular emphasis on hemi- 
plegia and paraplegia. This presentation, 
which will include panel discussions and clin- 
ical demonstrations, is now being planned 
by Doctors Deaver and Coyne, from N.Y.U.’s 
Bellevue Medical Center, in cooperation with 
Shelby G. Gamble, M.D., Okmulgee. 


Prizes for Scientific Exhibits 


Nearly forty physicians and organizations 
are expected to compete for awards in the 
Scientific Exhibits Section. An increasingly 
popular part of the annual meeting, the ex- 
hibit section will have added interest this 
year with the development of the “Klinical 
Kaleidoscope,” a section devoted to a collec- 
tion of bizarre or unusual cases. The inaug- 
uration of this feature is expected to appeal 
to many physicians who would like to illus- 
trate one of their interesting cases rather 
than preparing a booth on original research 
or a series of cases. The bizarre cases will 
be reviewed by the Editorial Board of The 
Journal for possible publication. 


Applications Due April 1 


Booths will not be de-emphasized, how- 
ever, and an excellent response is expected 
in this area. Applications will be received 
by the Scientific Exhibits Committee up to 
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April 1. The Form to be used is printed oa 
page 190 of this Journal. 


Other Highlights 


Scientific activities will be proportionate y 
blended with social events and other actiy:- 
ties in an effort to offer participants a weii- 
balanced meeting. 


The President’s Inaugural Dinner-Dan«e 
is scheduled for Tuesday evening, May 3, ‘n 
the Persian Room of the Skirvin Tower H»- 
tel. President Alfred T. Baker, M.D., Du- 
rant, will culminate a busy year as the as- 
sociation’s top executive officer when lie 
turns over the gavel to Walter E. Brown, 
M.D., Tulsa. 


The Annual Physicians Hobby Show will 
be held continuously during the meeting, un- 
der the sponsorship of the Woman’s Aux- 
iliary. The varied pastime talents of Okla- 
homa medics will be on display in the Re- 
gency Room of the Skirvin Hotel. Those 
wishing to contribute samples of their leisure 
activities may apply for exhibit space by 
completing the application on page 196 of 
this issue of The Journal. 








Order Anti-Forand Pamphlets 


A new AMA pamphlet, “Political 
Medicine Is Bad Medicine,” may be 
ordered in quantity by physicians for 
distribution to their patients. 


The pamphlet contains eleven ques- 
tions and answers about the contro- 
versial Forand Bill. It’s size makes it 
suitable for a letter or statement stuf- 
fer, or it would be excellent reading 
material for the waiting room. 


Since the Forand Bill poses a serious 
threat to the private practice of medi- 
ciné, as well as to the physical and eco- 
nomic health of the nation, the bro- 
chures are being offered free to physi- 
cians. Order yours now by writing: The 
American Medical Association, 535 
North Dearborn Street, Chicago 10, 
Illinois. 
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Now being constructed at 201 South 36th 
Street in Muskogee, is the new office build- 
ing of Perry Hewitt, M.D. Site of the build- 
ing borders a park, as does the location of 
the new Muskogee General Hospital. 

Exterior of the 3,420 square foot building 
is of brick and enamel trim, with green tint- 
ed glass block and white case stone combined 
in a pattern for the exterior wall of the 
iobby. Interior walls are lightweight con- 
crete block, many of which are constructed 
to form a decorative pattern. The modern 
structure will feature a covered entrance 
and ramped walkway for aged, ambulatory 
patients. 

Built-in desks and cabinets are plastic 
laminate covered to give life-time service. 
The interior decoration will be a combina- 
tion of patterned walls, acoustical plaster 
ceiling, vinyl floors and modern furnishings. 

A brass and walnut partition of cabinets 
separates a conference room and examina- 
tion room which has been planned for Doc- 
tor Hewitt’s suite. A reception room is sep- 
arated from the office waiting area by a 
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Muskogee To Have New Office Building 





paneled divider of glass, wood-grained plas- 
tic laminate and brass supports. 


Rental suites will be developed to the re- 
quirements of the individual tenants with 
many of the decorative features being re- 
peated throughout. The suites can be made 
into special purpose rooms with partitions 
that can be removed and rearranged, yet 
give the appearance of permanence and be 
soundproofed. All tenants will have private 
entrances into their suites and have access 
to the library. Individual air conditioning 
units and adequate electrical service for such 
items as X-ray machines, etc. will be avail- 
able. 


Off street parking has been provided to 
the rear and one side of the building. De- 
signed to require the simplest maintenance, 
the structure will be adaptable to changes in 
layout for varying medical practices, and in- 
clude future additions to the building when 
desired. 


Architects for the office building are 
Zaroor and Davis, Muskogee. 















Program Completed for 
Third Oklahoma Colloquy 


Devoted to Adrenal Steroids, the Third 
Oklahoma Colloquy on Advances in Medicine, 
developed by the Department of Medicine 
and Division of Postgraduate Education, 
University of Oklahoma School of Medicine, 
will be held in the school auditorium March 
24, 25, 26, 1960. Collaborating societies are 
the Oklahoma City Internists Association, 
the Oklahoma City Surgical Society and the 
Oklahoma City Pediatric Society. Sponsor 
for the three day meeting will be Merck 
Sharp and Dohme. 


Registration fee for the colloquy is $35.00 
for the entire program or $15.00 per day. 
A complete program follows: 


THURSDAY, MARCH 24 
8:00 a.m. Registration 


Morning Session 


8:30 a.m. Announcements 
8:45 am. INTRODUCTION 
Stewart G. Wolf, Jr., M.D. 
Moderator: Allen R. Hennes, M.D. 

8:50 am. SOME IDEAS BEHIND THE SYNTHESIS 

OF THE ANTI-INFLAMMATORY STEROIDS 
Lewis H. Sarett, Ph.D. 

9:30 am. THE ROLE OF THE ADRENAL CORTEX 

IN THE ETIOLOGY OF DISEASE 
Dwight J. Ingle, Ph.D. 

10:20 a.m. Intermission 

10:30 am. RECENT ADVANCES CONCERNING THE 
ADRENOCORTICAL SECRETION 

Oscar Hechter, Ph.D. 

11:10 a.m. THE PRINCIPLES OF ADRENOCORTICO- 
STEROID THERAPY: SYSTEMIC, PARENTER- 
AL, INTRA-ARTICULAR AND LOCAL ADMINIS- 
TRATION 

Richard T. Smith, M.D. 


11:50 a.m. Discussion. 


Afternoon Session 
Moderator: W. O. Smith, M.D. 

1:30 pm. THE MECHANISMS CONTROLLING 
ADRENAL CORTICAL SECRETION IN RE- 
SPONSE TO TRAUMA 

David M. Hume, M.D. 

2:10 p.m. THE ROLE OF THE ADRENALS AND 
THE ADRENAL STEROIDS IN ELECTROLYTE 
AND FLUID METABOLISM 

Louis J. Soffer, M.D. 

2:50 p.m. PATHOPHYSIOLOGY OF ALDOSTERONE 

SECRETION IN MAN 
S. Richardson Hill, Jr., M.D. 


3:30 p.m. Intermission 
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3:45 p.m. PHARMACOLOGIC INHIBITION OF 
ADRENAL SECRETION AND ACTION 
Don H. Nelson, M.D. 


4:25 p.m. Discussion 


FRIDAY, MARCH 25 
Morning Session 
Moderator: P. C. Johnson, M.D. 
8:30 am. DIAGNOSIS AND TREATMENT OF TH:: 
ADRENOGENITAL SYNDROME 
Lawson Wilkins, M.D. 
9:10 am. A STUDY OF CUSHING’S SYNDROME 
Louis J. Soffer, M.D. 
9:50 am. FHE ADRENAL CORTEX AND LIPI) 
METABOLISM 
R. Palmer Howard, M.D., Robert H. Furmai, 
M.D. 
10:15 a.m. Intermission 
10:25 a.m. PLASMA ACTH 
Don H. Nelson, M.D. 
11:05 am. THE PREVENTION AND TREATMENT 
OF UNDESIRABLE REACTIONS FROM ADREN- 
AL STEROID THERAPY 
Richard T. Smith, M.D. 
11:45 a.m. Discussion 


Afternoon Session 
Moderator: Martin Cummings, M.D. 
1:30 p.m. THE USE AND HAZARDS OF ADRENAL 
STEROIDS IN TUBERCULOSIS 
Harold Muchmore, M.D. 
1:50 p.m. THE USE OF STEROIDS IN INFECTIONS 
Ralph Tompsett, M.D. 
2:30 p.m. THE PRODUCTION AND DEGRADATION 
OF CORTISOL IN HUMAN BACTEREMIC SHOCK 
James C. Melby, M.D. 
3:00 p.m. Discussion 
3:30 p.m. Intermission 


BASIC SCIENCES SECTION 
Room 120 Medical School 


Moderator: Mark R. Everett, Ph.D. 

3:45 p.m. THE EFFECT OF SOME STRESSORS ON 

SYMPTOMS OF CORTISONE OVERDOSAGE 
Dwight J. Ingle, Ph.D. 

4:30 p.m. CONCERNING THE MODE OF DESOXY 
CORTICOSTERONE ACTION AT THE CELLU- 
LAR LEVEL 

Oscar Hechter, Ph.D. 


5:15 p.m. Discussion 


MEDICINE SECTION 
Oklahoma City Internist Association 
Medical School Auditorium 
Moderator: Robert Bird, M.D. 

3:45 p.m. PATHOLOGIC AND CLINICAL OBSER- 
VATIONS IN STEROID TREATED ULCERATIVE 
COLITIS 

Howard M. Spiro, M.D. 

4:10 p»m. ADRENAL CORTICAL SECRETORY AC- 

TIVITY IN RHEUMATIC DISEASE STATES 
S. Richardson Hill, Jr., M.D. 
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35 p.m. THE USE OF ADRENAL STEROIDS IN 

LEUKEMIAS AND LYMPHOMAS 
William J. Harrington, M.D. 

05 p.m. THE ROLE OF ADRENAL STEROIDS 
AND OF ENDOCRINE ABLATION IN THE MAN- 
AGEMENT OF NEOPLASIA 

L. P. Eliel, M.D. 

30 p.m. Discussion 


PEDIATRICS SECTION 


Oklahoma City Pediatrics Society 
Room 104-G, Childrens Hospital 
Moderator: Harris D. Riley, Jr., M.D. 


00 p.m. ABNORMALITIES OF SEX DIFFEREN- 
TIATION: ETIOLOGY, DIAGNOSIS, SELECTION 
OF SEX AND TREATMENT 
Lawson Wilkins, M.D. 


49 p.m. THE USE OF ANTI-INFLAMMATORY 
STEROIDS IN PEDIATRICS 
C. William Daeschner, Jr., M.D. 


SURGERY SECTION 


30 p.m. Evening meeting with Oklahoma City Sur- 
gical Society, Glen’s Hick’ry Inn, 2815 N.W. 10th 
Street 


30 p.m. THE USE OF ADRENAL STEROIDS IN 
THE SURGICAL TREATMENT 
David M. Hume, M.D. 


30 p.m. DINNERS 
. Basie Science Dinner 
Thunderbird Motel 
2. Oklahoma City Internist Association 
Faculty House—601 N.E. 14th Street 
3. Oklahoma City Surgical Society 
(See Surgery Section above) 
4, Oklahoma City Pediatric Society 
Skirvin Hotel 


SATURDAY, MARCH 26 
Morning Session 
Moderator: Leon Freed, M.D. 


8:30 am. THE USE OF ANTI-INFLAMMATORY 
STEROIDS IN THE CONTROL OF COLLAGEN 
DISEASES 

Bram Rose, M.D. 


9:10 a.m. USES OF ADRENAL STEROIDS IN REN- 
AL DISEASE 
C. William Daeschner, Jr., M.D. 


9:50 am. THE USE OF ADRENAL STEROIDS IN 
IMMUNOHEMATOLOGIC DISORDERS 
William J. Harrington, M.D. 


10:30 a.m. Intermission 


10:45 a.m. PHYSIOLOGIC AND CLINICAL IMPLICA- 
TIONS OF THE STEROID-INDUCED PEPTIC 
ULCER 

Howard M. Spiro, M.D. 


11:25 a.m. Discussion 
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Afternoon Session 
Moderator: Carl Smith, M.D. 


1:35 p.m. THE USE OF THE ANTI-INFLAMMA- 
TORY STEROIDS IN THE MANAGEMENT OF 
ALLERGY 


Bram Rose, M.D. 


2:10 p.m. AN EVALUATION OF PITUITARY SUP- 
PRESSION IN STEROID THERAPY WITH THE 
USE OF BACTERIAL PYROGEN 


James C. Melby, M.D. 
2:40 p.m. Intermission 


2:55 p.m. THE RELATIVE POTENCIES OF STE- 
ROIDS 


Kelly M. West, M.D. 


3:25 p.m. THE RECOGNITION AND MANAGEMENT 
OF ADRENAL INSUFFICIENCY 


Allen R. Hennes, M.D. 


3:55 p.m. Discussion 


Appearing on the program as guest speak- 
ers will be: 


C. Wm. Daeschner, Jr., M.D., Associate Professor of 
Pediatrics, Baylor University College of Medicine, 
Houston, Texas; William J. Harrington, M.D., Associ- 
ate Professor of Medicine, Washington University School 
of Medicine, St. Louis, Missouri; Oscar Hechter, Ph.D., 
Research Associate Professor, School of Medicine (Bos- 
ton), Worcester Foundation for Experimental Biology, 
Shrewsbury, Massachusetts; S. Richardson Hill, Jr., 
M.D., Associate Professor of Medicine, Medical Col- 
lege of Alabama, Birmingham, Alabama; David M. 
Hume, M.D., Chairman, Department of Surgery, Med- 
ical College of Virginia, Richmond, Virginia; Dwight J. 
Ingle, Ph.D., Chairman, Dept. of Physiology, Univer- 
sity of Chicago, Chicago, Illinois; James C. Melby, 
M.D., Assistant Prof. of Medicine and Assistant Prof. 
of Biochemistry, University of Arkansas School of Med- 
icine, Little Rock, Arkansas; Don H. Nelson, M.D., As- 
sociate Professor of Medicine, University of So. Cali- 
fornia, Los Angeles, California; Bram Rose, M.D., As- 
sociate Professor of Medicine, McGill University Fac- 
ulty of Medicine, Royal Victoria Hospital, Montreal, 
Canada; Lewis H. Sarett, Ph.D., Director, Synthetic 
Organic Chemistry, Merck Sharp & Dohme Research 
Laboratories, Rahway, New Jersey; Richard T. Smith, 
M.D., Associate Professor of Medicine, University of 
Pennsylvania School of Medicine, Philadelphia, Penn- 
sylvania; Director of the Department of Rheumatology, 
Benjamin Franklin Clinic, Philadelphia, Pennsylvania; 
Director, Medical Services, Merck Sharp & Dohme Re- 
search Laboratories, West Point, Pennsylvania; Louis 
J. Soffer, M.D., Clinical Professor of Medicine, State 
University of New York, Attending Physician and Head 
of Endocrinology, The Mount Sinai Hospital, New York, 
New York; Howard M. Spiro, M.D., Assistant Profes- 
sor of Medicine, Yale University School of Medicine, 
New Haven, Connecticut; Ralph Tompsett, M.D., Di- 
rector of Medical Education, Baylor University Medi- 
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cal Center, Dallas, Texas; and Lawson Wilkins, M.D., 
Professor of Pediatrics, The Johns Hopkins Hospital, 
Baltimore, Maryland. 


Participants from the University of Okla- 
homa Medical Center will be: 


Robert M. Bird, M.D., Associate Professor, Depart- 
ment of Medicine and of Physiology; Martin Cummings, 
M.D., Professor and Chairman, Department of Micro- 
biology; L. P. Eliel, M.D., Research Professor of Medi- 
cine, Director, Oklahoma Medical Research Founda- 
tion; Mark R. Everett, Ph.D., Director and Dean, Uni- 
versity of Oklahoma Medical Center; Leon C. Freed, 
M.D., Assistant Professor of Medicine; Robert H. Fur- 
man, M.D., Research Associate Professor of Medicine, 
Cardiovascular Section, Oklahoma Medical Research 
Foundation; Allen R. Hennes, M.D., Assistant Profes- 
sor of Medicine, *Assistant Chief Medical Service; R. 
Palmer Howard, M.D., Research Associate Professor 
of Medicine, Cardiovascular Section, Oklahoma Medi- 
cal Research Foundation; Phillip C. Johnson, M.D., 
Associate Professor of Medicine, *Chief, Radioisotope 
Service; Harold Muchmore, M.D., Assistant Professor 
of Medicine, *Chief of Tuberculosis and Infectious Dis- 
ease Section; Harris D. Riley, Jr., M.D., Professor and 
Head, Department of Pediatrics; Carl Smith, M.D., 
Instructor in Medicine, Assistant Chief of Medicine, 
Central State Hospital; W. O. Smith, M.D., Assistant 
Professor of Medicine, “Assistant Chief, Radioisotope 
Service; Kelly M. West, M.D., Assistant Professor of 
Medicine; and Stewart G. Wolf, M.D., Professor and 
Head Department of Medicine. 


“Veterans Administration Hospital 


Medicare Identification 
System Outlined 


The Department of Defense has acknowl- 
edged the difficulty physicians have in ob- 
taining Identification Cards from some 
Medicare patients. In a recent letter to Blue 
Shield, the D.O.D. outlined certain alternate 
procedures possible in cases where the Iden- 
tification Card (D.D. Form 1173) is not 
available at the time of care. 


In emergency cases only, the Medicare 
claim form must still be accompanied by a 
statement from the physician certifying that 
the case was an emergency. In addition, the 
D.O.D. suggests the following types of col- 
lateral identification of the patient: 


1. A statement by a local commander es- 
tablishing the patient’s eligibility dur- 
ing the period of care. 

2. Statement by any official of a uniform- 
ed service. 
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3. A statement by the physician or hos- 
pital authority that he has persone] 
knowledge of the patient’s eligibility. 


4. A Social Security or driver’s license 
number that identifies the patier! 
should be entered in the space designa: - 
ed on the claim form for the Identif.- 
cation Card. However, when this type 
of identification is used, it is importan' 
that the identification document reve: 
the same name as that which is signed 
to the claim form. 


As in the past, when an Identification 
Card number is not submitted with a claim, 
the reason why this card was not available 
must be stated by the claiming physician. 


In non-emergency cases, when the Identi- 
fication Card is not readily available, the 
patient is considered only a potential bene- 
ficiary of the Medicare program until eli- 
gibility has been definitely established. Pay- 
ment of the physician’s claim must be con- 
tingent upon the claim being documented by 
an authorized military official. 


The letter also indicated a complete change 
in policy toward cards that bear, (a) an ex- 
pired date of eligibility , (b) no date, or (c) 
an “indefinite” date. Blue Shield (Fiscal 
Agent) may not process a physician’s claim 
on which the eligibility of the patient is 
marked as such. The claim must be support- 
ed by some authorized military official state- 
ment that the patient was eligible during the 
period of care covered by the claim. 


In general, this latest letter from the De- 
partment of Defense re-emphasizes the im- 
portance and need for proper identification 
of a Medicare patient receiving civilian care. 
Physicians are urged to use all possible care 
in obtaining and relaying correct informa- 
tion regarding the patient’s identity. It 
shouldbe noted that this letter does not in 
any way change present polic’es regarding 
the “permit” system which establishes the 
patient’s eligibility for civilian care where 
military facilities are not available. How- 
ever, so-called “‘permit” is now referred to as 
a “Non-Availability Statement” (form D.D. 
1251). 
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Southwest Allergy Forum 
Will Meet in Oklahoma City 


Oklahoma City’s Skirvin Hotel will be the 
site of the 21st Annual Allergy Forum to 
ve held April 2, 3, 4, and 5, 1960. Forty-five 
‘uest speakers and panelists will highlight 
he diversified program which has been 
lanned. 


Founded twenty-one years ago in San An- 
mio, Texas by a small group of allergists 
vyho met to discuss their common problems 
na round table-type meeting, the organiza- 
ion has now grown to a registration of over 
wo hundred and fifty at annual meetings. 
‘articipants attend from all parts of the 
Inited States and Mexico, taking an active 
art in the discussions. 


The specialty of allergies is only thirty 
ears old, but there are approximately one 
housand specialists in this field which now 
has two national organizations. 


Subjects for panel discussions will include: 
Pulmonary Ventilation, Steroids, Stump the 
K}xperts—Questions and Answers, and Rare, 
Unusual and Personal Problems in Allergy. 
Round table discussions will embrace Al- 
lergic Skin Disorders, Allergy of the Nose, 
3ronchial Asthma, Urticuria, Allergic Head- 
aches, Food Allergy and Gastro-Intestinal 
Allergy. Individual presentations will be 
given on “Cryptococcus as an Aero-Aller- 
gen,” “Occupational Bronchial Asthma Due 
to Inhalent Aspergillus Sensitivity,” ‘‘Mold 
Problems in Geographic Area 11—The 
Southwest,” “Lichen Causes Dermatitis” and 
“Molds and Bacteria in the Etiology of Res- 
piratory Allergic Diseases X XI.” 


Out-of-State Speakers 


Listed either as speakers, panelists or par- 
ticipants in round table discussions are the 
following out-of-state guests: Marie B. Mor- 
row, Ph.D., Austin, Texas; George H. Meyer, 
M.D., Austin, Texas; Aaron Weiner, M.D., 
Fair Lawn, New Jersey; Boen Swinny, M.D., 
San Antonio, Texas; Rita Don, M.D., El Paso 
Texas; James Holman, M.D., Dallas, Tex- 
as; Warren J. Raymer, M.D., Houston, Tex- 
as; Norris Beasley, M.D., Fort Lauderdale, 
Florida; Homer E. Prince, M.D., Crockett, 
Texas; John Affeldt, M.D., Los Angeles, 
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California; Clifford H. Kalb, M.D., Milwau- 
kee, Wisconsin; Samuel C. Bukantz, M.D., 
Denver, Colorado; Stanislaus H. Jaros, 
M.D., Harlingen, Texas; Alexander Roth, 
M.D., Prairie Village, Kansas; Maurice 
Barnes, M.D., Waco, Texas; W. C. Service, 
M.D., Colorado Springs, Colorado; A. C. 
Stutzman, M.D., Saint Louis, Missouri; AI- 
lan Cazort, M.D., Little Rock, Arkansas and 
Kenneth L. Craft, M.D., Indianapolis, In- 
diana. 


Also participating will be: William C. 
Grater, M.D., Dallas, Texas; R. Dale Dick- 
son; M.D., Memphis, Tennessee; Jonathan 
Foreman, M.D., Columbus, Ohio; Clyde F. 
Elkins, M.D., Lubbock, Texas; Walker L. 
Rucks, M.D., Memphis, Tennessee; H. Whit- 
ner Boggs, M.D., Shreveport, Louisiana; 
Carl Marsh, M.D., Memphis, Tennessee; 
Theophilus Painter, M.D., Austin, Texas; 
Sim Hulsey, M.D., Fort Worth, Texas; 
George Gwen, M.D., Jackson, Mississippi; 
Cecil Kohn, M.D., Kansas City, Missouri; 
Tom Johnston, M.D., Little Rock, Arkansas; 
A. Ford Wolfe, M.D., Temple, Texas; Larry 
Halpin, M.D., Cedar Rapids, lowa; Roy E. 
Schirmer, M.D., Fort Smith, Arkansas; 
Frank Joyce, M.D., Denver, Colorado; Henry 
Ogden, M.D., New Orleans, Louisiana; Har- 
ry Lasar, M.D., Wichita, Kansas; Thomas 
R. McElhenney, M.D., Austin, Texas; Robert 
Willard, M.D., Boulder, Colorado; Ralph 
Hale, M.D., Wichita, Kansas; Truman C. 
Terrell, M.D., Fort Worth, Texas; Frank 
English, M.D., Roswell, New Mexico; 
Charles W. Vivian, M.D., Phoenix, Arizona; 
and George Seibold, M.D., Wichita Falls, 
Texas. 


Two laymen who will appear as panelists 
are W. A. Gardner, Engineer, Duncan Oxy- 
gen Therapy Company, Duncan, Oklahoma 
and Fred Schnitz, Puritan Compressed Gas 
Company, Kansas City, Missouri. 


Local Participants 


Oklahoma City physicians who will appear 
on the program will be Dick H. Huff, M.D., 
Henry H. Turner, M.D., Richard W. Payne, 
M.D., Robert Morgan, M.D., L. Chester Mc- 
Henry, M.D., and Stewart Wolfe, M.D. 


Arrangements for the Forum have been 
made by the Executive Committee comprised 
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of Johnny A. Blue, M.D., President, George 
L. Winn, M.D., Secretary, Fannie Lou Leney, 
M.D., Treasurer, Dick H. Huff, M.D., Chair- 
man of the Program Committee and Robert 
E. Ellis, M.D., Chairman of Exhibits. Okla- 
home City Allergists who have attended the 
Executive Committee in planning the Forum 
are Carrol Pounders, M.D., Phillip M. Mc- 
Neill, M.D., Vernon D. Cushing, M.D. and 
Charles E. Delhotal, M.D. 


Eighteen exhibitors who are sponsoring 
the forum will have exhibits during the meet- 
ing. 


Special entertainment for the ladies will 
include a “Bird’s Eye View of the City,” a 
tea, a visit to the Oklahoma City Art Center 
and luncheon at the Surrey House in Hum- 
mel Village. 


Drug Makers Refute Charges 


Doctor Austin Smith, former Editor of the 
AMA Journal and now President of the 
Pharmaceutical Manufacturers Association, 
told Senate investigators on February 23 
that Americans “would be paying a billion 
dollars a year more for drugs if the price of 
medicine in the past few years had gone up 
only as much as the total cost of living.” 


He said the drug industry has “an out- 
standing record of low prices maintained in 
an inflationary period.” Doctor Smith tes- 
tified before the Kefauver Anti-trust Com- 
mittee in rebuttal to the Senator’s criticisms 
of industry practices. 


He declared, furthermore, that ‘on the 
basis of the record,” he knows of ‘no other 
American industry that has contributed 
more from its resources to the public wel- 
fare.” 


Modern drugs have helped to add nearly 
ten years to the lifespan of the average 
American within the past thirty years, he 
observed, adding: “‘since 1947 this industry 
has spent about $1 billion in research alone.” 


He said the pharmaceutical industry has 
served the public interest by driving prices 
down to the lowest possible levels. 


Seoring earlier criticism of industry 
prices, he said there is “grave danger of mis- 
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informing the public when attention is di- 
rected toward the single product of a single 
company ... without relating these to the 
many thousands of products produced by the 
entire industry.” 


Doctor Smith declared that the competi- 
tive pharmaceutical industry in America 
“has played a role unparalleled elsewhere in 
the world in reducing human suffering and 
in helping to eradicate diseases which have 
crippled mankind for centuries.” 


Citing the lack of inventiveness in drugs 
within the Soviet Union, he emphasized that 
“there has been no missile gap in pharma- 
ceutical research.” 


Recalling major breakthroughs attribut- 
able in significant ways to U.S. drug in- 
dustry laboratories, Doctor Smith named the 
discovery and development of the sulfa 
drugs, the synthesis and discovery and de- 
velopment of high-potency corticosteroids, 
the mass production of penicillin, and the 
discovery and development of the other 
broad-spectrum antibiotics. 


Emphasizing the “staggering investment” 
which the drug industry puts into research, 
Doctor Smith said that “the chance that any 
given research involving a new potential 
medicine will be successful stands at 2,865 
to one against the manufacturer.” 


He said the industry’s research resulted 
in valuable palliative treatment for cancer, 
and that the industry was also responsible 
for the discovery and development of tran- 
quilizer drugs for treating mental illness, 
oral diabetic drugs, and the hydrazide de- 
rivatives for treating tuberculosis. 


Doctor Smith said that every major ad- 
vance of the U. 8S. drug industry has been 
accompanied by “astronomical dollars-and- 
cents savings to the American people.” 


He said that vast reductions in medical ex- 
penses were made possible by rapid cures for 
illnesses and by the shorter length of hos- 
pitalization which results in increased pro- 
ductivity of those to whom new drugs have 
made cure possible. 


Doctor Smith said that this has also meant 
“mammoth tax savings to the public” by re- 
ducing the cost of public health services. 
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Federal Health Act; 
A Significant Step 


The Federal government, as the largest 
mployer in the U.S.A.—is about to provide 
nedical care security to some 4 million Fed- 
ral employees and their dependents. 


Under the new Health Benefits Act passed 
iy Congress last September, government 
vorkers will begin to enroll about June 1, 
960 in one or another of four types of hos- 
ital and medical care programs: 1) a serv- 
‘e benefit plan (Blue Cross-Blue Shield) ; 
) an indemnity plan (underwritten by an 
isurance company) ; 3) an employee organ- 
vation plan (of which a considerable num- 
er have been set up by Federal employee or- 
anizations) ; 4) a comprehensive “closed 
sanel” plan (such as the Kaiser Health Plan 
vr H.I.P.)—where such programs exist. 
“ederal contributions will commence in July 
oward the cost of whatever plan may be 
elected by each Federal worker. 


Each employee will have the utmost free- 
dom to choose among the specific plans to 
be approved by the U. S. Civil Service Com- 
mission in negotiations now going on be- 
tween the Commission and the “carriers” 
of the four types of programs specified in 
the Act. 


The government has shaped its program 
in accordance with the mutual desire of its 
employees and their doctors for a free choice 
of physician and plan. 


To meet the natural requirements of the 
Civil Service Commission for a reasonable 
degree of uniformity among the programs 
offered by the 79 Blue Cross and the 67 
Blue Shield Plans, many Plans will have to 
alter or add to their established benefit pro- 
visions. This will call for cooperation among 
all who are providing services to patients 
under our local Blue Shield Plans. 


The significance of the Federal Employee 
Health Benefits Act for the future of Ameri- 
can medicine can scarcely be exaggerated. 
Under the terms of this act, government will 
contribute toward the cost of a hospital and 
medical care coverage program for all Fed- 
eral employees. Thus, the government as 
an employer assumes a direct interest in, 
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Southwestern Surgical Congress 
To Meet in Las Vegas 


Site of the Twelfth Annual Meeting of the 
Southwestern Surgical Congress will be the 
Riviera Hotel, Las Vegas, Nevada, March 
28, 29, 30, 31, 1960. 

Highlighting the four-day meeting will be 
the appearance of five guest speakers whose 
talks will be included in over sixty widely 
diversified papers which will be presented. 
General discussion will be encouraged fol- 
lowing the papers. 

Guest speakers will be: Rutherford S. Gil- 
fillan, M.D., Assistant Clinicai Professor of 
Surgery, Stanford University, San Francis- 
co; Walter C. Graham, M.D., Attending Sur- 
geon, St. Francis Hospitals, Santa Barbara 
General Hospital, Santa Barbara, California; 
Bernard Hanley, M.D., Clinical Professor, 
University of Southern California, Los An- 
geles; Wm. P. Longmire, Jr., M.D., Profes- 
sor of Surgery and Chairman, Department 
of Surgery, School of Medicine, University 
of California, Los Angeles; and Ian G. Mac- 
Donald, M.D., Clinical Professor, University 
of Southern California, Los Angeles. 

Blocks of tickets for all major shows in 
Las Vegas have been reserved for persons 
attending the meeting. Arrangements have 
also been made for golf, boating, fishing and 
a side trip to Boulder Dam. 

Special entertainment includes a cocktail 
party and the President’s Banquet. A lunch- 
eon and bingo party have been planned for 
the ladies. 

Registration for non-members will be 
$10.00. There will be no registration fee for 
members of the Southwestern Surgical Con- 
gress, Southeastern Surgical Congress, med- 
ical personnel, wives and program partici- 
pants. 


and responsibility for, the health care of its 
career servants. 


Moreover, the government may be expect- 
ed to scrutinize the effectiveness of the cov- 
erage provided in order to assess the ca- 
pacity of voluntary programs to function in 
an acceptable fashion in meeting the public’s 
need for “prepaid” health services. Thus, 
the voluntary system of prepayment may 
be said to be on trial. 















Oklahoma Dietetic Association 
Holds Annual Meeting 


The twenty-second Annual Meeting of the 
Oklahoma Dietetic Association was held 
March 11 and 12 in Oklahoma City. 


Guest speakers and their topics were: 
Sylvia D. Richardson, M.D., Assistant Pro- 
fessor of Pediatrics and Director of the Child 
Study Center, University of Oklahoma Med- 
ical Center, ““Phenylketonuria in Oklahoma 
—A Preliminary Survey”; Jeremiah Stam- 
ler, M.D., Director of the Heart Disease, Con- 
trol Program, Chicago Board of Health, 
“Rationale and Methodology of a Coronary 
Prevention Evaluation Program;” and 
Rheba H. Edwards, M.D., Acting Director 
of the Oklahoma State Department of Mental 
Health, “The White House Conferences— 
Children and Youth, 1960, and Aging, 1961.” 


Additional topics discussed were selling, 
catering and disaster planning. 


Those attending enjoyed over fifty ex- 
hibits on food and food service equipment. 


Jefferson County Society 
Answers Forand 


A program of free health care for persons 
who furnish proper certification of indigen- 
cy is provided in a resolution recently ap- 
proved by the Jefferson County Medical 
Society. 


H. A. Rosier, M.D., spokesman for the 
society, reported that although physicians 
have traditionally offered free medical care 
to indigents, the trend toward socialized med- 
icine (particularly the Forand Bill) inspired 
the formal resolution, which simply re-em- 
phasizes the willingness of the society to 
continue the same policy. 


The society has also gone on record re- 
garding immunizations and office-dispensed 
antibiotics such as penicillin. Any person 
qualifying for assistance may obtain im- 
munizations from the doctor or the county 
health nurse, and penicillin from the county 
health nurse. 


Here is the resolution: 


“Whereas the provision of health care 
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to those unable to pay is primarily a 
community responsibility; and 


Whereas this responsibility is not 
being met in some instances because of 
inadequate financing on the part of the 
county, the state and other welfare 
agencies; therefore be it 


Resolved, that the members of the 
Jefferson County Medical Society will 
provide such care, after proper certifi- 
cation of those seeking assistance, by 
themselves, their pastor, their welfare 
worker or their county commissioner, 
that they are unable to pay for medical 
care and that no other funds from the 
county, state or other welfare programs 
are available to them.” 


Notice of the resolution was placed in 
newspapers of the county. 


Exams Announced by 
American Board of OB-GYN 


Applications for certification in the Amer- 
ican Board of Obstetrics and Gynecology, 
new and reopened, Part I, and requests for 
re-examination in Part II are now being ac- 
cepted. Deadline for receipt of applications 
is August 1, 1960. 


It has been announced that after July 1, 
1962, this Board will require a minimum of 
three years of approved progressive resi- 
dency training to fulfill the requirements 
for admission to examination. After the 
above date, training by preceptorship will no 
longer be acceptable. Therefore, the initia- 
tion of preceptorships will not be approved 
after July 1, 1960. 


Applications may be made to Robert L. 
Faulkner, M.D., 2105 Adelbert Road, Cleve- 
land 6, Ohio. 


IN ERROR 

In the February, 1960 issue, The Journal 
erroneously stated that the new $800,000 
University of Oklahoma Medical Research 
Building, now under construction, was an 
expansion of the Oklahoma Medical Research 
Foundation. We were in error, as the new 
structure is an addition to the Medical School 
and has no connection with the Research 
Foundation. 
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Doctor-Lawyer Banquet 
Held in Ardmore 


Forty-five physicians and attorneys from 
C.rter and adjacent counties attended the 
Fourth Annual Doctor and Lawyers Ban- 
qvet to hear Jarrall E. Miller, M.D., Dallas 
y: jiologist and member of the Board of the 
T xas Medical Association, present and dis- 
ciss many points of medico-legal interest. 
T e speaker, in covering medical history and 
ac vances, gave great credit to the engineer- 
in profession and their efforts in promot- 
ir ¢ various sanitary measures. 


\ccording to Doctor Miller, radiology rep- 
rc. sents one of the ten world’s greatest dis- 
cc veries and has greatly assisted in the de- 
ve‘opment of many other specialties. He 
pcinted out that advancements are made by 
men having “honest and inquiring minds 
aud with the courage to act.” Therefore, he 
cautioned judges and lawyers, that although 
ali modalities have some inherent dangers, 
and safeguards are necessary, they should 
not allow the potential dangers to outweigh 
the potential benefits. For example, in any 
area where a few hundred persons might 
presumably be harmed by the use of X-rays, 
the prohibition of its use could only mean 
unnecessary deaths for tens of thousands of 
people. Thus safeguards should not so 
strangle initiative that the use of various 
medical advances cannot be used and applied 
for the greatest good of the greatest number. 


In closing the speaker stated: ‘““Man does 
not possess truth; he acknowledges it. Med- 
icine and law are devoted to truth. Both 
must show devotion; both must be persistent; 
both must seek the truth regardless of con- 
sequences; both must be more interested in 
truth than financial reward; both must take 
orders from a higher power than popularity, 
fame, or worldly success.” 


The 10 per cent of American families with 
the highest health expenditures in 1957-58 
contributed almost 41 per cent of the total 
amount of expenditures by all families, ac- 
cording to a Health Information Foundation 
study. The 50 per cent of all families with 
the highest expenditures accounted for 88 
per cent of the total outlay. 
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William T. Hawn, M.D., Binger physician, pictured 
left above, is shown receiving congratulations from Ed- 
ward T. Cook, Jr., M.D. Others pictured, left to right, 
are Jerry Helms, Margaret Ann West, and Mrs. Lucille 
Freeman. 


William T. Hawn, M.D. 
Is Honored 


William T. Hawn, M.D., Binger physician 
for over fifty years, was honored January 
31, 1960, at a joint celebration, when the 
Oklahoma State Medical Association pre- 
sented him with a Fifty-Year Pin in recog- 
nition of his years of service to the medical 
profession. On the same occasion, Doctor 
and Mrs. Hawn were celebrating their gold- 
en wedding anniversary. 


Presentation of the pin was made by Ed- 
ward T. Cook, Jr., M.D., Anadarko physician. 


The Binger doctor is a past president, 
vice-president and member of the Board of 
Directors of the Caddo County Medical So- 
ciety. He is a Life Member of both his coun- 
ty medical society and the Oklahoma State 
Medical Association. 


In addition to his private practice, Doctor 
Hawn has been active in both civic and 
church work, having served as mayor of 
Binger. 





PHYSICIAN WANTED 


Canton, Oklahoma needs a young, general prac- 
titioner to occupy new, community-owned clinic. 
Contact Earl Goode, Canton, Oklahoma. 




















Doctors Newell and Hamble Are Honored 


Over forty members and guests of the Garfield-Kingfisher County Medical Society met at the Oakwood Coun- 
try Club, Enid, February 24th to honor Waldo E. Newell, Sr., M.D., (left) and Virgii R. Hamble, M.D., (center) both 
of Enid, for having completed over fifty years in the practice of medicine. Walter E. Brown, M.D., (right) of 
Tulsa, President-Elect of the Oklahoma State Medical Association, presented the Association’s 50-Year Pin awards 


to Doctors Newell and Hamble. 


High Hopes for Tax Relief 


Physicians and other self-employed have 
reason for optimism for tax relief. Speci- 
fically, the long-awaited Smathers-Morton- 
Keogh-Simpson Bill (H.R. 10) will likely 
receive favorable Congressional action this 
year, after nine years’ promotion. 


Last year, the House of Representatives 
passed the measure and referred it to the 
Senate Finance Committee where it rested 
without action until adjournment. It is again 
before the Finance Committee, which will 
have great influence on its final disposition. 


Tax Equity for the Self-Employed 


The purpose of the bill is to permit a self- 
employed person to defer income tax each 
year on $2500 or 10% of income, whichever 
is less, but not to exceed $50,000 during a 
lifetime. For those who have reached the 
age of fifty prior to the effective date, ad- 
ditional amounts may be set aside. 
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Kerr Responds to Telegram 


The OSMA and fifteen other organiza- 
tions of the self-employed (representing 
115,000 self-employed Oklahomans) recent- 
ly wired Senator Robert S. Kerr of their 
support for this legislation and requested 
his help as the second-ranking member of 
the Finance Committee. 


In response to the telegram, Senator Kerr 
is now conducting a survey of the self-em- 
ployed in Oklahoma, presumably to strength- 
en his position as a supporter of the bill. 


In the meantime, the OSMA’s Federal 
Legislative Committee has asked Oklahoma 
Physicians to write their senators and to 
send copies of their correspondence to Sen- 
ator Harry Byrd, Chairman, Senate Finance, 
Committee, Senate Office Building, Washing- 
ton, D.C. 
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UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
POSTGRADUATE PROGRAM* 
Individual Postgraduate Courses 
ADRENAL STEROIDS—March 24, 25, and 26. ‘Third 
Ok shoma Colloquy on advances in Medicine.) 


tTHOPEDIC SYMPOSIUM—May 13 and 14. 


.RCINOMA OF THE SKIN—April 22 and 23. 
‘HLETIC INJURIES 


<LAHOMA ASSSOCIATION OF HOUSE STAFF 
PH : SICIANS—May 6. 


SDIATRIC NEUROLOGY—May 12 and 13. This 
sy: posium to be held in conjunction with the Wednes- 
da, Short Course on May 11. 


CARCINOMA OF THE SKIN—May 27-28. Surgery, 
Radiology, Pathology Conference. 


SERIAL POSTGRADUATE COURSE 
Postgraduate Division 


Oklahoma City, Oklahoma 
1959-1960 


Wednesday Short Courses 


3:30 to 8:30 p.m. 

Apr. 13 Anesthesia for the Part-time Anesthetist 

May 11 Neurological Diseases in Childhood 

June 8 Practical Considerations of Neurological 
Problems 


‘Further information may be obtained from the Of- 
fice of Postgraduate Education, University of Okla- 
homa School of Medicine, 801 N.E. 13th Street, Okla- 
homa City, Oklahoma. 


OKLAHOMA CHAPTER 
AMERICAN ACADEMY OF GENERAL PRACTICE 
February 15-16, 1960 
Tulsa, Oklahoma 


Tulsa Hotel 


The 12th Annual Meeting of the Oklahoma Chapter 
of the American Academy of General Practice will be 
held at the Tulsa Hotel, February 15-16, 1960, in Tulsa. 
Complete program on page 43. 


21st Annual Meeting 
SOUTHWEST ALLERGY FORUM 
April 2, 3, 4, 5, 1960 Oklahoma City 
Skirvin Hotel 
The 2ist Annual Meeting of the Southwest Allergy 
Forum will be held at the Skirvin Hotel, Oklahoma 
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City, April 2, 3, 4, 5, 1960. Details of the program are 
outlined in the News Section of this issue of The 
Journal. 


University of Texas 
Postgraduate School of Medicine 
MEDICAL SEMINAR 
March 27, 1960 Lake Texarkana 


Kickapoo Lodge 


Lake Texarkana Cancer Seminar, the first of a 
series of medical seminars to be held at Kickapoo 
Lodge on Lake Texarkana’, will be sponsored by the 
University of Texas Postgraduate School of Medicine, 
March 27, 1960. The program will run from 9:00 a.m. 
until 1:00 p.m. 


Inquiries should be directed to William B. Harrell, 
M.D., Daniel-Harrell Clinic, Medical Arts Building, 
317 State Line Avenue, Texarkana, Arkansas-Texas. 


SOUTHWESTERN SURGICAL CONGRESS 
March 28, 29, 30, 31, 1960 


Riviera Hotel 


Las Vegas, Nevada 


The Twelfth Annual Meeting of the Southwestern 
Surgical Congress will be held at the Riviera Hotel, 
Las Vegas, Nevada, March 28, 29, 30, 31, 1960. Fur- 
ther details may be found in the News Section of this 
issue of The Journal. 


SOUTHWESTERN SOCIETY FOR NUCLEAR MEDICINE 
March 26-27, 1960 


San Antonio, Texas 


Menger Hotel 


The Southwestern Society for Nuclear Medicine will 
meet March 26, 27, 1960 at the Menger Hotel in San 
Antonio, Texas. Details available from N. T. Wer- 
thessen, M.D., Program Chairman, Southwest Founda- 
tion for Research and Education, Rural Route 4, Box 
86, San Antonio 7, Texas. 


PAN-PACIFIC SURGICAL ASSOCIATION 
EIGHTH CONGRESS 


September 27-October 5, 1960 Honolulu, Hawaii 


The Eighth Congress of the Pan-Pacifie Surgical As- 
sociation will be held in Honolulu, Hawaii, September 
27 through October 5, 1960. All members of the pro- 
fession are eligible to register. 


Further information and brochures may be ob- 
tained by writing to F. J. Pinkerton, M.D., Director 
General of the Pan-Pacific Surgical Association, Suite 
230, Alexander Young Building, Honolulu 13, Hawaii. 
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Rapid peak attainment — for early control — 
KYNEX® Sulfamethoxypyridazine reaches peak 
plasma levels in 1 to 2 hours'” . . . or approximately 
one-half the time of other once-a-day sulfas.? Unin- 
terrupted control is then sustained over 24 hours with 
the single daily dose. . . through slow excretion with- 
out renal alteration. 


High free levels — for dependable control — 
More efficient absorption delivers a higher percentage 
of sulfamethoxypyridazine — averaging 20 per cent 
greater at respective peaks than glucuronide-conver- 
sion sulfas.* Of the total circulating levels, 95 per cent 
remains in the fully active, unconjugated form even 
after 24 hours.°® 


1. Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: Antibiotic Med. & Clin. Ther. 3:378, (Nov.) 1956. 2. Boger, W. P.: Antibiotics Annual 
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Extremely low toxicity* ... only 2.7 per cent 
incidence in recommended dosage — Typical of 
KYNEX relative safety, toxicity studies’ in 223 
patients showed TOTAL side effects (both subjective 
and objective) in only six cases, all temporary 
rapidly reversed. Another evaluation‘ in 110 patients 
confirmed the near-absence of reactions when given 
at the recommended dosage. High solubility of both 
free and conjugated product® obviates renal compli- 
cations. No crystalluria has been reported. 


Successful against these organisms: strepto 
cocci, staphylococci, E. coli, A. aerogenes, paracolon 
bacillus, Gram-negative rods, pneumococci, diphthe 
roids, Gram-positive cocci and others. 





1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 48. 3. Sheth, U. K.; Kulkarni, B. S., and Kamath, P. G.: Antibiotic Med. & Clin. 
Ther. 5:604 (Oct.) 1958. 4. Vinnicombe, J.: Ibid. 5:474 (July) 1958. 5. Anderson, P. C., and Wissinger, H. A.: U. S. Armed Forces M. J 10:1051 
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pical of NOTE: Investigators note a tendency of some patients to 
on 293 misinterpret dosage instructions and take KYNEX on the 
M 4 familiar q.i.d. schedule. Since one KYNEX tablet is equiva- 
ibjective lent to eight to twelve tablets of other sulfas, even mod- 
ary erate overdosage may produce side effects. Thus, the 
patients § single dose schedule must be stressed to the patient. 
n rg KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage: 
of bott Adults, 0.5 Gm. (1 tablet) daily, following an initial first 
compli- § day dose of 1 Gm. (2 tablets). 
KYNEX Acetyl! Pediatric Suspension, cherry-flavored, 250 

strepto- mg. Sulfamethoxypyridazine activity per teaspoonful (5 cc.). 
race Bottles of 4 and 16 fl. oz. Recommended Dosage: Children Sulfamethoxypyridazine Lederle 


under 80 Ibs.: 1 teaspoonful (250 mg.) for each 20 Ib. body 

Weight, the first day, and 4 teaspoonful per 20 Ib. per day © NEW—for acute G.U. infection AZO-KYNEX® Phenylazodiaminopyridine HCI— Sulfa- 
thereafter. For children 80 lbs. and over: 4 teaspoonfuls | methoxypyridazine Tablets, contains 125 mg. KYNEX in the shell with 150 mg. 
(1.0 Gm.) initially and 2 teaspoonfuls daily thereafter. Give  phenylazodiaminopyridine HCI in the core. Dosage: 2 tablets q.i.d. the first day; 
immediately after a meal. 1 tablet q.i.d. thereafter. 
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Have something _- 
to exhibit 


If so, you should apply now for space at 
the 1960 meeting of your association. Scien- 
tific Exhibits will again play a major role. . . 
so why not prepare a graphic presentation 
of your work and share it with the 700 phy- 
sicians who will attend the state’s largest 
medical meeting? A research or clinical 
project may be shown as an individual ex- 
hibit, or you may present a single case in 
the “Klinical Kaleidoscope” section. 


Researchor 
clinical project | 


Perhaps you have done some original re- 
search, undertaken some _ experimental 
work, or simply drawn some conclusions 
based upon a series of interesting cases. 
Then you would be eligible to apply for an 
exhibit booth of your own in the Scientific 
Exhibit Section. A subject which has a spe- 
cial visual interest would be particularly 
suitable . . . and it need not be large—just 
stimulating! 











Bizarre case 


All of us have encountered a unique case 
which is worth talking about. If you have a 
well-documented one which you would like 
to share with others, toss your hat in the 
ring today by completing the application on 
the opposite page. The “Klinical Kaleido- 
scope” section will be a varied selection of 
bizarre cases, each presented with one to 
five x-rays or illustrations and accompanied 
by a very brief abstract of the clinical 
course. 
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APPLICATION FOR SCIENTIFIC EXHIBIT SPACE 


54th Annual Meeting 
OKLAHOMA STATE MEDICAL ASSOCIATION 


Municipal Auditorium — Oklahoma City — May 2, 3, 4, 1960 


NAME AND ADDRESS OF APPLICANT: 
TITLE OF EXHIBIT: 
3. INDIVIDUAL BOOTH? [| “KLINICAL KALEIDOSCOPE” SECTION? [| 


SPACE REQUIRED: 
A. BOOTH: Indicate width in multiples of eight feet .— = 
(All booths will be 6 feet in depth) 


B. “KLINICAL KALEIDOSCOPE”: Indicate square footage: 
Wall-type display _... Table top — SES 


uw 
> 


GENERAL DESCRIPTION: 





B. MATERIAL TO BE SHOWN (Subject matter): 


C. METHOD OF PRESENTATION (x-ray, photos, graphs, models, etc.): 








6. PREVIOUS SHOWINGS 





ACT NOW — SPACE IS LIMITED 


Applications Must Be Received Prior to March 1, 1960 








UXL tary ews 


Planning Time 


Planning toward any important event in- 
volves the date, the time, the place, and the 
guests to be invited. If the event has an im- 
portant reason for being held, so much the 
better. Our current interest contains all of 
these elements—Membership. In charge are 
our two Vice-Presidents of State and our 
District Councilors. Hostesses should include 
executive board members and every local 
woman interested in our Auxiliary. The 
time: Now. The place: Our country. 


Guest List 


Our guest list is obvious—every eligible 
physician’s wife. In some communities, 
therefore, the list is small and of necessity, 
exclusive. In others, the list might be so 
large as to be over-whelming. We might be 
tempted not to send an invitation, or to have 
little concern if no interest is shown. As 
in ordinary social courtesy, regretted invita- 
tions usually contain the reason for the re- 
gret. It is of great importance to know in 
advance when a year’s work in Auxiliary is 
being planned. How many memberships? 
How many participants can be expected? 


Membership as a Challenge 


Here our “party’’ analogy must end. Be- 
cause in personal affairs we cannot sell the 
deliner, we might extend this attitude toward 
membership in the Auxiliary. This cannot 
be done. Mrs. Clifford M. Bassett, our State 
President, quoted Henry Ford in her pro- 
gram at Fall Conference in Chicago: “‘Meet- 
ing together is a beginning. Staying together 
is success. And working together is prog- 
ress.” 


Obviously, the first point, meeting to- 
gether, can be accomplished only if interest 
in the prospective member is first created. 
Contacts of personal nature are invaluable 
when a doctor’s wife has not had an Aux- 
iliary affiliation. Invite her to meetings, not 
on an “I’ll see you there” basis. Invite her 
to go with you; this is important. Few wom- 
en will go alone to a strange home or meet- 
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ing-place to meet a group of unfamiliar pe: 
ple. Through orientation with Auxiliar 
functions, contacts with members, and fami 
iarity with its projects, her interest and he. 
desire to join will logically follow. 


What about those members who have bee 1 
eligible for some time, but disinterested? CO» 
those who have dropped out? Mrs. Marx 
Yessian of Rhode Island submitted the fo:- 
lowing ideas: “ ... Who is the dropped-out 
member? The president writes a personal 
letter saying how very sorry she is that the 
member is not now active and hopes to see 
her at the next meeting. Why has she drop- 
ped out? Strangeness in the group? The 
hospitality chairman (membership chairman 
or councilor) makes a special effort to see 
that the member is either escorted or met at 
the next meeting. Are her interests else- 
where? Fine, but we, too, can use her inter- 
ests to the benefit of the auxiliary activities. 
The program chairman can incorporate some 
of her interests in her planning for the com- 
ing year or make certain that the particular 
talent of this member is made available to 
one of our committees. She is needed and 
wanted. Is it physically impossible to at- 
tend a meeting or participate? Passive mem- 
bership is then encouraged with the idea 
imparted that numerical strength is also 
needed if we are to keep abreast of all the 
involved issues that affect our husbands and 
their practices.” 


Further breakdown on the “physically im- 
possible to attend” statement, or just the 
excuse “impossible to attend,” leads to many 
loop-holes. Many young mothers use P.T.A., 
church work, varied children’s activities, as 
reasons for not being active. Some should- 
be members use as an excuse a preference 
for othér organizations. 


Second-Bests 


To an eligible member who has preceding 
attitudes, Mrs. Remer Y. Clark of Georgia 
responds, “I did not know there were any 
doctors’ wives who preferred other organi- 
zations. I just bet there aren’t. Why should 
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woman prefer second best when she can 
belong to the auxiliary to the highest profes- 
sion in the world?” To the case of the young 
nother who simply does not have time for 
tie medical auxiliary, Mrs. Clark has this 
aiswer: “Being a mother is so important. 
Bit did she ever stop to think that she was 
a wife first? Her first allegiance is to her 
h:sband. Besides, isn’t she embarrassed in 
FCA admitting she knows nothing of med- 
ic il policy—being on the board without 
k owing what to say when the chiropractor 
wis invited to speak at a meeting. Or worse 
s ul, just looking real blank when it was sug- 
g sted that they invite Mr. Forand for a 
fiw words... .” 


Exaggerated? Not really. Too often the 
non-member may have a years-old interpre- 
t.tion of the auxiliary. Things have changed ; 
we are constantly on the alert to present new 
iceas in programming, to make the process 
of “education” a happy experience to those 
who are averse to the idea of learning, in- 
tead of being entertained. An old griev- 
ance? Don’t laugh. Some former members 
r “drop-outs” may rely on this excuse year 
after year, complaining of unfriendliness, 
lack of interest from the auxiliary in her 
own pet project—any number of personal 
reasons. Persistence in these cases might 
pay surprising dividends. A visit in these 
cases might overcome the first objection; a 
few years and perhaps added maturity may 
cause her to see the childishness of the sec- 
ond attitude. In any event, she should be 
given the opportunity of becoming an active 
member once more. 


TM 


Results 


In conclusion, we should examine the re- 
sults of concentrated, concerted efforts in 
membership. Increase in numbers? Of 
course, any auxiliary is proud of an increase 
in members, particularly if the new members 
are active, alert and interested. With num- 
bers, as one member states, we present an 
organized front. We cannot advertise our 
projects, on the whole, as most service 
groups do. And since our projects do not 
command columns of publicity for our chari- 
ties and volunteer work, posters and bill- 
boards, some doctors’ wives automatically 
minimize their importance. 
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Articles published in The Journal of the 
Oklahoma State Medical Association, March, 
1935. 


Editorial 
THE MEDICAL SCHOOL 


It seems a shame that the Medical School of our 
University has to be made a target by politicians. Why 
is it that a so well conducted institution of higher 
learning cannot be managed by its Dean, the Presi- 
dent of the University and Board of Regents? This is 
a perfectly legal procedure and satisfactory to every- 
one unless he may have some political axe to grind. 
The people of Oklahoma in general, and the medical 
profession in particular, have watched with pride the 
development of our Medical School from a Class C in- 
stitution to Class A, recognized throughout the nation 
as presenting a teaching curriculum of high standards 
and graduating into the medical profession men and 
women well fitted to practice the healing art. We 
have been particularly fortunate in having the services 
of such men as Drs. LeRoy Long and L. J. Moorman 
to head this school, and while they may not be edu- 
cated to cope with the politician when he attempts io 
create false impressions as to the conduct of the in- 
stitution, they have both worked faithfully and effi- 
ciently in the development of a fine medical school 
and should not be interfered with by politicians but 
left as they should be, responsible to the President of 
the University and the Board of Regents. 


If the politicians will keep their hands off and leave 
the conduct of these institutions to trained educators 
this high standard will be retained. Conversely, if 
the medical department is booted about by investigat- 
ing committees composed of men not trained in medi- 
cal education, it will become a political institution, lose 
its classification and the former students can only blush 
when reference is made to their alma mater. 


May the people of the state see to it that political 
manipulation does not destroy the fine work and co- 
operative spirit existing in the faculty and keep the 
administration of our Medical Department in the hands 
of those trained to manage such an institution. 


As an organized front, with the intellectual 
and social capacities of a united membership, 
we can face problems of medical legislation, 
community health, whatever we must. Con- 
vince yourself; convince every wife of every 
doctor. It is that simple. 











McLAIN RocGErRs, M.D. 
1874-1960 


McLain Rogers, M.D., Clinton physician, 
civic leader and Past-President of the Okla- 
homa State Medical Association, died in Clin- 
ton, February 5, 1960. 


Born in Clyde, North Carolina in 1874, 
Doctor Rogers graduated from Emory Uni- 
versity, Atlanta, Georgia in 1902. After 
practicing seven years in Geary, he came to 
Clinton in 1909, later establishing Clinton’s 
first hospital. 


Doctor Rogers was active in assembling 
data for the State Legislature when the Basic 
Science Law was passed. For his work in 
this field, he was presented an honorary-life 
membership in the Oklahoma State Medical 
Association in 1954. 


He served as President of the OSMA in 
1922-23 and was listed in ‘‘Who’s Who” in 
the 1920s. 


For 12 years, he served as a member of 
the state association’s Public Policy Com- 
mittee. In 1958, he was honored when the 
OSMA presented him with a Fifty Year Pin 


WSooks | Oe sence 


The following books have been received 
by The Journal office. As space permits and 
the context warrants, books will be reviewed. 

The Acute Medical Syndromes and Emergencies. 
Albert S. Hyman, M.D., Landsberger Medical Books, 
Inc., New York. Price $8.75. 

Babies By Choice or By Chance. Alan F. Gutt- 
macher, M.D., Doubleday & Company, New York. 
Price $3.95. 

The Care of Minor Hand Injuries. Adrian E. Flatt, 
M.D., C. V. Mosby Co., St. Louis, Mo. Price $9.50. 

The Cigarette Habit: A Scientific Cure. Arthur 
King, Doubleday & Co., Inc., New York. Price $2.00. 

A Cookbook for Diabetics. From the ADA Fore- 
cast by Deaconess Maude Behrman, American Dia- 
betes Association, New York. 

The Emergency Syndromes in Pediatric Practice. 
Alfred J. Vignec, M.D., Landsberger Medical Books, 
Inc., New York. Price $9.00. 
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in recognition of his years of service to th 
profession. 

Active in many branches of civic work 
Doctor Rogers served as mayor of Clinto: 
for 23 years. 

He held a Life Membership in the Bo, 
Seouts of America, was a member of th 
Southern Surgical Congress, the Clinica! 
Congress of Surgeons, the Oklahoma Con- 
gress of Parents and Teachers and was a 
Fellow in the American College of Surgeons. 


JAMES DAVID MARKLAND, M.D. 
1894-1960 


James David Markland, M.D., Tulsa phy- 
sician and allergist, died January 25, 1960 
in Tulsa. 

Born in Kokomo, Indiana in 1894, Doctor 
Markland moved to Oklahoma in 1907, set- 
tling in Altus. He graduated from the Uni- 
versity of Tennessee College of Medicine in 
1936. 

Past president of the Tulsa Internist So- 
ciety, Doctor Markland was also a member 
of the Southwest Allergy Society and form- 
er member of the board of directors of Hill- 
crest Medical Center. 


Family Medical Encyclopedia. Justus J. Schifferes, 
Ph. D., Permabooks, New York. Price $.50. 

Guide to Better Health. Harry J. Johnson, M.D., 
Prentice-Hall, Inc., Englewood Cliffs, New Jersey. 
Price $4.95. 

Jewish Medical Ethics. Immanuel Jakobovits, 
Philosophical Library, New York. Price $6.00. 

Living Beyond Your Heart Attack. Eugene B. 
Mozes, M.D., Prentice Hall, Inc., New York. Price 
$3.50. 

Master Your Tensions and Enjoy Living Again. 
George S. Stevenson, M.D. and Harry Milt, Prentice 
Hall, Inc., Englewood Cliffs, New Jersey. Price $4.95 

Medieval and Renaissance Medicine. Benjamin L. 
Gordon, Philosophical Library, Inc., New York. 
Price $10.00. 

The Modern Family Health Guide. Morris Fish- 
bein, M.D., Doubleday & Company, Inc., Garden 
City, New York. Price $7.50. 





Journal of the Oklahoma State Medical Association 














wo fC 











PHYSICIAN PLACEMENT 


Dermatology 


~ 


yrdon Harold Ekblad, M.D., Field Medical Service 
School, Camp Pendleton, California, 53, married, 
University of Minnesota, 1930, available January 
1960. 


General Practice 


hnny Bill Delashaw, U.S.P.H.S. Hospital, Wyman 
ark Drive and 31st Street, Baltimore 11, Maryland, 
ige 27, married, University of Texas Medical Branch, 
959, available July 1960. 


‘obert Goodman, M.D., 63 Old Gate Lane, Powers 
Lake, North Dakota; age 56; married; University of 
Manitoba, 1930; no military obligations; available 
anytime 1960. 


_ 


Richard Fred Harper, M.D., Conway Memorial Hos- 
pital, Monroe, Louisiana; age 28, married; Oklahoma 
University, 1956; available July 1960; prefer associate 
yractice. 


Sherman Allen Hope, M.D., 1105 Yale Ave., Panama 
City, Florida, PO 3-6656, age 27, married, University 
of Oklahoma School of Medicine, 1957, available July 
1960. 


Paul J. Vega, M.D., 6070 Orleans Ave., New Orleans, 
Louisiana, age 26, married, Louisiana State Univer- 
sity, 1956, no military obligations, available now. 


Thomas S. Whitecloud, M.D., 858 Market Street, Pas- 
cagoula, Mississippi, age 45, married, Tulane, 1943, 
veteran, has interest in teaching, availability date 
depends on situation. 


Internal Medicine 


Jack Brook, M.D., 315 Hatton Point Road, Portmouth, 
Virginia; age 32; married; New York Medical Col- 
lege, 1953; eligible Board of Internal Medicine; spec- 
ialty, Internal Medicine & Hematology; available 
anytime. 


Richard I. Hochman, M.D., 37, Badger Road, Annapolis, 
Maryland, 31, married, New York University, 1952, 
available October 1, 1960. 


Clare Charles Hugan, Jr., M.D., 9121 Prest, Detroit 
28, Michigan; Emory University 1953; Board re- 
quirements will be completed July 1960; available 
July 1960. 
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Joseph Chester Maternowski, M.D., 319 Highlake, Ann 
Arbor, Michigan; age 35; married; St. Louis Uni- 
versity, 1953; eligible board of Internal Medicine & 
Allergy; veteran; specialty, Internal Medicine & 
Allergy; available July 1, 1960. 


Van B. Saye, Jr., M.D., 1230 Brockenbraugh Court, 
Metairie, Louisiana, age 28, married, Medical Col- 
lege of Georgia, 1954, Air Force Reserve, available 
July 1, 1960. 


Locum Tenens 


Harold W. Calhoon, M.D., Wesley Hospital, Oklahoma 
City. One year residency in Internal Medicine. Avail- 
able July 1 to September 15th, 1960. 


Arnold Giesbrecht, M.D., Hallock, Minnesota, age 34, 
married, graduate Winnipeg, Manitoba, 1957, pre- 
fers suburban or locality close to cities. 


James D. Green, M.D., second year resident in Internal 
Medicine at St. John’s Hospital, Tulsa, desires two 
weeks’ tenure between now and July 1. Write to St. 
John’s or call Riverside 3-3059. 


Russell M. Preston, M.D., 476 San Juan, Oak Harbor, 
Washington, desires six month’s work in General 
Practice between time of separation from military 
service to beginning of residency training, January- 
July, 1960. 


Obstetrics and Gynecology 


Lynn W. Abshere, M.D., 708 N.E. 14th, Oklahoma City, 
age 31, married, University of Oklahoma School of 
Medicine, 1956, American College of OB-GYN, no 
military obligations, available July 1, 1960. 


Edmond Michael Brophy, M.D., 1823 Portsmouth, West- 
chester Illinois; married; University of Illinois, 1946; 
Board eligible upon completion of practice require- 
ments; no military obligations; available July, 1960. 


Robert Russell Fahringer, M.D., P.O. Box 148, Dan- 
ville, Pennsylvania; age 35; married; Jefferson Medi- 
cal College of Philadelphia, 1953; inactive military 
status, USNR; prefers full or part-time teaching; 
available February 1960. 


David H. Holmes, M.D., 1017 Grovena Drive, St. Louis, 
Missouri, 37, married, Washington University, St. 
Louis, Veteran, available July 1, 1960. 


Gerald R. Keilson, M.D., Medical Arts Building, Dal- 
las, Texas, age 31, married, University of Texas, 
1953, board qualified, veteran, available in July 1969. 
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Nejdat Mulla, M.D., 1110 Belmont Avenue, Youngs- 
town, Ohio, age 36, married, University of Geneva, * 
Switzerland, 1952, American College of OB-GYN, not 
eligible military service, available July 1, 1960. 


Harold G. Ray, M.D., 212 Darien Place, Box 503, 
Balboa Heights, Canal Zone, age 28, married, Uni- 
versity Arkansas School of Medicine, 1955, now in 
active reserve, available July 1, 1960. 


Harold E. Reid, M.D., 519 N. Lincoln St., Stanton, 
Michigan; age 42; married; University of Michigan, 
1942; OB-GYN, also interested in industrial; available 
February 1960. 


Alvon C. Winegar, M.D., 1940 Michigan, Benton Har- 
bor, Michigan, age 41, married, Wayne University, 
1942, no military obligation, available early 1960. 


Pediatrics 


H. M. McClintock, M.D., 5712 St. John St., Kansas City, 
Missouri, 29, married, Baylor University, 1955, vet- 
eran, available December 1960. 


Orthopedics 


Newsom Stool, M.D., c/o Mayo Clinic, Rochester, Min- 
nesota; age 30; married; Graduate Baylor University, 
1953; American Board of Orthopedic Surgery; no mil- 
itary obligations; available July 1969. 


Radiology 


Gerhard T. Schmunk, M.D., 3530 S. Glencoe, Denver 
22, Colorado; age 36; married; University of “‘e- 
braska College of Medicine, 1952; Board eligible J ily 
1, 1960; veteran; consider group or associate pr :c- 
tice; available July 1, 1960. 


Surgery 


(Name on Request) 32 years old, married, Tula ¢, 
1952, veteran, board eligible. 


Clarence I. Britt, M.D., 1650 Neil Avenue, Apt 15, o- 
lumbus, Ohio; age 32; married; Ohio University ¢ sl- 
lege of Medicine, 1951; American Board of Surg: ry 
1959; eligible American Board of Thoracic Surge:y, 
1960; inactive reserve; available Juiy 1960. 


Delbert H. McGinnis, M.D., Box 75, Clinton-Sherman 
AFB, Oklahoma; age 28; married; end military 9bli- 
gation July 3, 1960; interested in general practice: 
available July 4, 1960. 


Sam Leslie Robinson, M.D., University Medical Center, 
Jackson, Mississippi; age 30; married; University of 
Tennessee, 1953; inactive reserve; available July 1961. 


Olin O. Williams, Jr., M.D., 3768 Alma Drive, Memphis, 
Tennessee, 29, married, University of Tennessee, 
veteran, available January 1962. 


Urology 
Alex Grossman, M.D., V.A. Center, Temple, Texas, 
42, married, University of Texas. 1951, board certi- 
fied, veteran, available now. 








What's Your 
Hobby, Doctor? 


The DOCTOR’S HOBBY SHOW 
has become one of the outstand- 
ing attractions at the OSMA AN- 
NUAL MEETING. A project of 
the Woman's Auxiliary, the show 
offers physicians an excellent op- 
portunity to display the products 
of their leisure time. If you have 
a hobby, don’t keep it a secret 
. . . Show your colleagues what 
you can do . . . APPLY NOW! 


Doctor’s Hobby Show 
O.S.M.A. Annual Meeting 


Regency Room Skirvin Hotel 
Oklahoma City 


MAY 2, 3, 4, 1960 





Application For Hobby Show Space 


OKLAHOMA STATE MEDICAL ASSOCIATION 


DESCRIBE EXHIBIT, including information as to size, 
shape and value (insurance is provided): 


IMPORTANT: Deliver Exhibit to Regency Room, Skirvin 
Hotel by noon, May 1. Your Exhibit will be per- 
sonally attended and insured at all times. It must be 
picked up by noon, May 4, when management respon- 
sibility ends. 


State Chairman—Mrs. William R. R. Loney 


State Co-Chairman—Mrs. Harrell C. Dodson, Jr. 


54th ANNUAL MEETING 


MAIL THIS FORM TODAY! 


2440 E. 26th Place 
Tulsa 14, Oklahoma 


1108 N.E. 42nd Street 
Oklahoma City, Oklahoma 
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OR SALE: Autoclave, Castle, electric. Originally 
purchased for $1866.75 in 1956. Contact Walt Allen, 
11 North Fourth Street, Chicaksha, Oklahoma. 


‘OR SALE or RENT: Office building, equipment 
an i supplies, including x-ray. Residence also avail- 
ab e. Contact Box F, The Journal, Oklahoma State 
Mcdieal Association, P.O. Box 9696, Oklahoma City, 
Ok ahoma. 


SS 


OR SALE: $40,000 per year General Practice. 14 
roon completely equipped, air conditioned clinic. 
Cointy seat town of 4,000 and 20,000 trade territory 
wi! new 40 bed hospital. Small down payment and 
terms to suit buyer. Write Key J, The Journal, Okla- 
horma State Medical Association, P.O. Box 9696, Okla- 
homa City, Oklahoma. 


oS 


FOR SALE: General practice, established six years, 
in oil and ranching community. Town population is 
3,000 with trade area over 15,000. Closest physician 30 
miles. Netting $20,000 to $24,000 per year. Located in 
modern, leased clinic building. Presently in partner- 
ship but continued partnership not mandatory. 18-bed, 
modern, community hospital. Only two physicians in 
town. Reason for selling, physician returning to 
Hawaii. No down payment necessary. Contact William 
G. Mays, M.D., Fairfax, Oklahoma. 


WANTED: Young General Practitioner, without mili- 
tary obligations, to become partner in established clinic 
and hospital practice. $1000.00 per month to start. 
Contact Neumann-Ottis Clinic, Okarche, Oklahoma. 


DEPUTY FLIGHT SURGEON wanted for Federal 
Aviation Agency. The 40 hours-per-week position pays 
an annual salary of $12,555, plus Civil Service benefits 
including a retirement program, annual and sick leave 
policy, group life insurance and others. Physician must 
have completed the basic course in Aviation Medicine 
prescribed by the U.S. Military Service, and have 
three years professional experience in internal medi- 
cine. Write FAA, Region 2, Box 1689, Ft. Worth 1, 
Texas. 


PHYSICIANS OFFICES available in new medical 
center, located on North Western in Oklahoma City. 
Approximately 500 square feet per unit. Ample park- 
ing. Now being constructed. Contact Bob Fowler, 


P.O. Box 9554, Shartel Station, Oklahoma City, WI 
2-1021. 
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MISCELLANEOUS ADVERTISEMENTS 


WANTED: Internist to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


FOR RENT: Office space for two doctors, modern, 
air conditioned building. 3832 N. May Ave., Oklahoma 
City. Complete maintenance. Free parking space for 
patients. WI 2-5531. 


WANTED: Surgeon to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


WANTED: General Practitioner with some ability 
to do surgery. Primarily industrial practice. Beginning 
salary $900.00. Contact C. J. Paternostro, M.D., 426 
Medical Arts Building, Dallas, Texas. 


FOR SALE: Practice, office building and equipment 
in Harlingen, Texas. 1,000 square feet of floor space, 
six rooms equipped for Eye, Ear, Nose and Throat 
work, small laboratory and dark room. Building valued 
at $15,821.00. Equipment $6,720. Contact Edward M. 
Loyd, M.D., P.O. Box 2061, Harlingen, Texas. 


FOR SALE: General practice partnerships established 
7 years in prosperous oil and agriculture community. 
Town of 5000 and trade area over 15,000 population. 
Gross receipts exceed $50,000 annually. New clinical 
building for sale or rent. Practice is priced reasonably 
and terms can be arranged. Owners going into resi- 
dency. Contact Box L, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


FOR SALE: New $3250.00 Profexray, 100 MA, 100 KV 
X-ray unit with: rotating anode tube and examining 
type table with built in recipromatic bucky and table 
mounted tube stand, foam rubber pad for table and 
heel stirrups, transformer and control with shock proof 
cables including 1/30th second timer, one floor mount- 
ed cassette holder, one Videx rectangular cone with 
center light. Price $2500.00. Can be seen at Merkle 
X-ray Co., Tulsa, Oklahoma. Contact E. Malcolm 
Stokes, M.D., 2021 South Lewis, Tulsa. 


NEGRO PHYSICIAN wanted for Chickasha, Okla- 
homa. Contact R. C. Alexander, 917 South 2nd Street, 
Chickasha, Oklahoma. 











